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EDITORIALS‘ 


CALIFORNIA PHYSICIANS’ SERVICE— 
INCORPORATED ON FEBRUARY 2, 1939 


Names and Symbols.—‘“California Physicians’ 
Service,” or “C.P.S.,” as a name and symbol will 
soon sound as familiar to Doctors of Medicine as 
“California Medical Association,’ or “C.M.A.” 
For, on February 2, 1939, the Articles of Incorpo- 
ration of California Physicians’ Service (which 
appeared on page 134 of last month’s issue of 
CALIFORNIA AND WESTERN MEDICINE) were filed 
with the Secretary of State of California, and the 
first Board of Trustees of the new corporation was 
elected by the administrative members. The Cali- 
fornia Medical Association Council* having pre- 
viously, on January 14, 1939, taken the necessary 
steps to enable the new medical service promptly 
to assume its work, its board of directors, to be 
known as the Board of Trustees, met on Febru- 
ary 4, 1939, and elected the following officers: 
President, Ray Lyman Wilbur; Vice-President, 
Lowell S. Goin; Vice-President, C. Kelly Canelo; 
Secretary, Alson R. Kilgore; Assistant Secretary, 
T. Henshaw Kelly; Treasurer, Alson R. Kilgore; 
Assistant Treasurer, T. Henshaw Kelly. 

They appointed Morton R. Gibbons, Sr., M. D., 
San Francisco, as Medical Director, and A. W. 
Widenham of San Francisco as General Manager. 


The Trustees, according to the By-Laws, ap- 
pointed an Executive Committee consisting of 
T. Henshaw Kelly (Chairman), Samuel Ayres, 
Jr., and Alson R. Kilgore. 


The new organization has established its central 
office in San Francisco, where it may be addressed : 
California Physicians’ Service, 602 Mills Building, 
220 Montgomery Street, San Francisco, or com- 
municated with by telephone : EXbrook 3212. 


* * * 


Explanatory Brochure and Registration 
Blanks.—Before this issue of CALIFORNIA AND 
WESTERN MEDICINE is placed on the desks of 
members of the California Medical Association, it 
is expected that an explanatory brochure, prepared 
by the California Physicians’ Service Executive 
Committee (containing abstract of by-laws and 


+ Editorials on subjects of scientific and clinical interest, 
contributed by members of the California Medical Associ- 
ation, are printed in the Editorial Comment column which 
follows. 

*See CALIFORNIA AND WESTERN MEDICINE, 


February, 
1939, Council minutes, Item 17, on page 133. 
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other needed information * ) will have been received 
by every doctor of medicine licensed to practice 
in California. With this pamphlet will also be sent 
a registration blank. Every California Medical 
Association member, therefore, is requested to 
read carefully the contents of the brochure, and 
to send the registration blank to the California 
Physicians’ Service, as promptly as possible, at the 
address given above. An appreciated service will 
likewise be rendered if every member of the Asso- 
ciation will constitute himself a Committee of One 
to urge other members to do the same. 


In addition, members of the California Medical 
Association who are acquainted with nonmembers 
of the California Medical Association are requested 
to suggest to such physicians that they also mail 
their registration replies to the Mills Building office. 


* * * 


Coéperation in Prompt Reply Will Be Ap- 
preciated.—This codperation may be of real 
value because, at the present time, the California 
Legislature is in session and has under considera- 
tion certain compulsory health insurance bills. 
Prompt approval, by the entire medical profession 
of the State of California, of the California Medi- 
cal Association’s voluntary plan of medical service 
on a periodic payment basis will be an important 
indication to the legislators that the voluntary plan 
of so-called health insurance has the whole-hearted 
support of the thousands of licensed physicians of 
California; to whom the State and its people are 
much indebted for many years of altruistic service 
in the promotion of activities designed to conserve 
health and life, and whose intimate knowledge of 
the incidence of disease should make their opinions 
worthy of most careful consideration by all groups 
and individuals who profess interest in the better- 
ment of the health of the people. 


* * * 


Reaction of the Public as Shown in the Press. 
The reaction of the people of California to the 
statewide, voluntary medical service plan proposed 
by the California Medical Association, in so far as 
it has been reflected in editorial and other articles 
in the daily and weekly newspapers of California, 
has been revealed in part to readers of CALIFORNIA 
AND WESTERN MEDICINE through the excerpts 
which have appeared in the Press Clippings col- 
umns of the OFFICIAL JoURNAL’s latest issues. Be- 
cause it is important for members of the medical 
profession to evaluate properly the reaction of the 
public to the proposed medical service plans, the 
attention of readers is again called to the quota- 
tions given, even though it may seem strange to 
some physicians to find that kind of reading matter 
in the pages of a medical publication. However, it 
must never be forgotten that CALIFORNIA AND 
WESTERN MEDICINE is primarily the official publi- 
cation of organized medicine in California, and in 
that capacity cannot evade its responsibility to pre- 


*On page 247 of this issue of CALIFORNIA AND WESTERN 
MEDICINE, the series of questions and answers concerning 
California Physicians’ Service, which appear in the bro- 
chure, are given place as part of the Official Journal’s per- 
manent record concerning initial steps in the organization 
of the new corporation. 
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sent to its reading clientele all important informa- 
tion pertinent to the interests of medicine, both 
organized and scientific. 


* * * 


Future Communications from California 
Physicians’ Service.—Henceforth, official com- 
munications from California Physicians’ Service 
will be sent out from the offices of that corpora- 
tion ; although at all times the pages of CALIFORNIA 
AND WESTERN MEDICINE will be available for 
additional publicity. For easier reference, such 
items in future issues will be placed under the 
caption, “California Physicians’ Service.” 

* * * 


A United Front Should Now Be in Evidence. 
In the meantime, it is to be hoped that all members 
of the California Medical Association will give to 
the Association’s medical service plans, as ex- 
pressed in “California Physicians’ Service,” the 
fullest possible support. Granted that there may 
be members of the State Association who prefer to 
be proponents or protagonists of a system of com- 
pulsory health insurance, it certainly would seem a 
proper course of conduct for such physicians not 
to appear before mixed audiences in advocacy of 
compulsory health systems, but, rather, to bide a 
bit with their promulgations until the new volun- 
tary system espoused by their fellows through 
their official organization has had an opportunity 
of being tried out in practice. 

In short, since the members of the California 
Medical Association, through their constituted au- 
thorities, the House of Delegates and Council, have 
embarked upon the institution of a state-wide 
voluntary medical service plan to which much pub- 
licity has been given, from one end of the United 
States to the other, it now behooves every one of 
the more than six thousand State Association 
members and the component county medical 
societies to give the fullest possible support in 
carrying the plans through to successful issue. 
This is not too much to ask, and that much is 
expected from one and all. 


CALIFORNIA ADMINISTRATION COMPUL- 
SORY HEALTH INSURANCE BILLS— 
A.B. 2172 AND §S.B. 1128 


A Voluntary Medical Service Plan Is Pre- 
ferred by the Medical Profession.—A voluntary 
medical service plan has been espoused by the 
California Medical Association. The inference, 
therefore, is clear, that a voluntary system of so- 
called health insurance is preferred by members 
of the medical profession of California rather than 
a compulsory health insurance system, supported, 
as it would need to be, through taxation, and ac- 
ministered by public or political agencies. 


* * * 


The So-Called “Administration Health In- 
surance” Bill.—Prior to the State election on 
November 8, 1938, considerable publicity was 
given by some of the candidates for office to pro- 
posed health insurance legislation; and the press 
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recurrently printed news items concerning the 
proposed “Administration Health Insurance” law. 
Little more than rumor, however, was forthcom- 
ing, until January 25, when Assembly Bill 2172 
and its companion Senate Bill 1128 were sub- 
mitted to the lower and upper chambers of the 
California Legislature. In their titles, the two 
bills state they relate “to a system of health insur- 
ance within the system of unemployment reserves,” 
and, further, that they are acts “to establish a 
system of social insurance,” and that these acts 
“shall be known and may be cited as the Social 
Insurance Act.” 

Article 11, Section 151, states that “The pro- 
visions of Articles 11 and 16 of this act establish 
and provide for a plan of compulsory health insur- 
ance integrated [italics by Editor] with the system 
of unemployment insurance, together with plans of 
voluntary health insurance for which provision is 
made herein.” 

It is not possible, at this time, to go into ex- 
tended discussion of the two measures. They may 
be said, however, to have been put forward by the 
various California groups and advisors who have 
espoused compulsory health insurance as the cure- 
all for the large amount of so-called, inadequately 
cared-for illness—be the same imaginary or other- 
wise—which some of the lay adherents of the plan 
so often and so vociferously claim does exist. 

Members of the Association who wish to ac- 
quaint themselves concerning the details of the 
proposed law should write to the California Super- 
visor of Documents, 214 State Capitol, Sacra- 
mento, requesting a copy of A.B. 2172 or of 
S.B. 1128. An equally interesting measure is 
Senator Hollister’s proposed law (S.B. 551) 
which would provide for a medical service plan 
somewhat more in line with legislative drafts that 
have come out of Washington, D. C. 


* * * 


Excerpts From the Bill Are Printed in This 
Issue.—For the information of readers of the 
OFFICIAL JOURNAL, Article XV, “Organization of 
Medical Services,” and Article XVI, “Adminis- 
tration,” are given in this issue of CALIFORNIA 
AND WESTERN MEDICINE, on page 211. These are 
worthy of perusal and careful thought. 

At the present time all indications point to a 
legislative battle concerning these bills. Members 
of the Association, therefore, are urged to remain 
alert to the subject and to familiarize themselves 
with the issues at stake. And this, for the good and 
sufficient reason that the standards of scientific 
medicine and medical practice in the proper care 
of citizens and for the public health are all here 
vitally involved. 

* * * 


Past Experience and Clear Thinking Worthy 
of Consideration.—It may not be amiss for an 
individual, or a group of individuals, to ponder on 
generous and altruistic abstractions; but precipi- 
tately to transform such theories into law might 
work untold havoc on the very persons whom the 
theoretical plans were aimed to help. The past 
record of achievement in public health advance- 
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ment, under evolutionary systems of medical prac- 
tice, combined with the practical common sense and 
capacity recognizing, when illness actually does 
exist, that its real elimination needs primary atten- 
tion to the causes rather than to the symptoms or 
end-results—these are elements that must continue 
to be taken into fundamental consideration by 
those who would ameliorate deficiencies of medical 
care. More than well-meaning phraseology is 
needed. 


The enactment of a law, no matter how well- 
intentioned, may be of little avail if, in its admin- 
istration, the ends desired are not attainable. In 
the last analysis, the values of things are judged 
by their end-results. 

CALIFORNIA MEDICAL ASSOCIATION’S 

1939 ANNUAL SESSION—MAY 1-4 


Del Monte Annual Session Almost at Hand. 
With the sixty-eighth annual session of the Cali- 
fornia Medical Association distant but a brief two 
months, it may not be out of place to state that the 
Hotel Del Monte, the Association’s next place of 
meeting, has been the scene of many notable gath- 
erings of the past; and that its selection for the 
annual reunion practically always receives the 
hearty approval of members, as is evidenced by 
the large number who betake themselves to the 
Monterey Peninsula whenever that picturesque 
corner of the State is chosen as the place of re- 


union. 
tk * * 


Programs of Scientific Sections Have Been 
Completed.—The California Medical Associ- 
ation Committee on Scientific Work, in conference 
with the Section Secretaries, agreed upon the ar- 
rangement of the complete program at a meeting 
held in January, and the Section Secretaries have 
been busily engaged in securing the abstracts of 
papers to be printed in the Annual Session Supple- 
ment that will be a part of the April issue of CALt- 
FORNIA AND WESTERN MEDICINE. 


* * * 


Hotel Reservations.—Hotel rates appeared 
on pages 137-138 of the February number. In this 
current issue, additional information may be found 
concerning auto courts.* Members who plan to be 
in attendance, therefore, are advised to make hotel 
reservations in advance. As a matter of fact, some 
far-sighted membérs wrote for their reservations 
within a week or two after the annual session of 


the past year. 
* K ck 


Scientific Exhibits and Films Requested.— 
The Committee on Scientific Work will welcome 
additional participants in the Scientific Exhibits 
and the Medical Films programs. All members 
who have such possible contributions, and who 
have not yet communicated with the Association 
Secretary in regard thereto, are urged to do so at 
once, indicating the nature of their exhibits, and 
space required ; and concerning films, the titles and 


* See page 213. 
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time required, together with any additional in- 
formation likely to be needed. 


The full program of the Annual Session will 
appear in a Supplement to the April issue of 
CALIFORNIA AND WESTERN MEDICINE. 


CALIFORNIA LEGISLATURE—FIFTY-THIRD 
SESSION 


Constitutional Recess Is Over on March 6.— 
By March 6, the State Assemblymen and State 
Senators who, during the February constitutional 
recess, have been sojourning in their respective 
home districts, to confer with constituents concern- 
ing the 2,768 Assembly bills, sixty-eight Assembly 
constitutional amendments, sixteen Assembly con- 
current resolutions and twenty-nine Assembly 
joint resolutions introduced into the Lower Cham- 
ber, and the 1,227 bills, twenty-four constitutional 
amendments, nine concurrent resolutions, and 
fourteen joint resolutions submitted to the Senate, 
will once more be in Sacramento, to convene and 
carry on their law-making labors, probably into 


May or June. 
* * * 


Former and Present Days: In Relation to 
New Laws.—The daily lives of physicians in 
the care of sick and injured persons are ordinarily 
far removed from the sphere of statute drafting. 
Indeed, in days gone by, legislatures came and 
went with little or no influence upon the profes- 
sional, economic or social welfare of medical men, 
except, perhaps, in the matter of taxes, or minor 


amendments to public health matters or a medical 
practice act. Not so today, however! 


* * * 


California Medical Association’s Committee 
on Public Policy and Legislation—In recent 
years, the duty of keeping check on the mass of 
proposed laws submitted at each biennial session 
of the California Legislature has become little less 
than a very onerous task, the burden of which has 
largely fallen upon the shoulders of the Chairman 
of the Committee on Public Policy and Legisla- 
tion, Dr. Junius B. Harris of Sacramento, and the 
coworkers his committee has found it necessary to 
draft into codperative service. 


Eternal vigilance is not only a motto for the 
Committee on Public Policy and Legislation, but 
it must be constantly kept in view and practiced, 
because every one of the hundreds of bills must be 
carefully scrutinized, if undesirable inclusions, 
having implications to public health and medical 
practice activities, are to be detected. 


* * * 


List of Bills Worthy of Perusal.—On page 
213, in this issue of CALIFORNIA AND WESTERN 
MEDICINE, appears a classified list of the many 
Assembly and Senate bills in which members of 
the medical profession cannot have other than a 
natural and a live interest. Every member, conse- 
quently, should turn to that list and note for 
himself the magnitude of the labor given to some 
of the Association’s officers, when those officials 
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are asked not only to discover improper provisions 
in new measures when they are presented in the 
January session, but to watch, each and all, for 
obnoxious additions or modifications of the pro- 
posed laws, as they pursue their tortuous and 
checkered progress in Assembly or Senate com- 
mittees (where actual presence of the California 
Medical Association’s representatives is not in- 
frequently necessary to counteract the arguments 
of spokesmen for the opposition or specious 


interests ). 
* * * 


How Codperation May Be Given.—The pres- 
entation of this subject, along the above lines, is 
intended to remind our members of the generous 
service rendered by certain Association officers, to 
the end that, when appeal for codperation is made 
by the Committee on Public Policy and Legisla- 
tion, the aid requested may be cheerfully and 
promptly given. 


Also, to again call the attention of all, on behalf 
of the Council, to the unwisdom of component 
county societies, or of individual members, in 
passing resolutions or espousing certain proposed 
statutes, and giving copies of such actions to the 
proponents of the submitted measures. 


The Council of the Association and the Com- 
mittee on Public Policy and Legislation are glad 
to know the views of component county societies 
and of members, but request that such expressions 
of opinion be forwarded through the Central Office 
of the California Medical Association. Otherwise, 
well-meant resolutions and commendation may be 
brought to the front, for the first time, in Assem- 
bly or Senate committee hearings, to become, at 
times, real sources of embarrassment to the Cali- 
fornia Medical Association Committee on Public 
Policy and Legislation. Surely, all must agree that 
the Committee on Public Policy has more than its 
share of exacting service, without adding unneces- 
sarily to its labors. 


LIBRARY BEQUEST TO LOS ANGELES 
COUNTY MEDICAL ASSOCIATION 


Walter Jarvis Barlow, M. D.—The late Dr. 
Walter Jarvis Barlow, who on September 4, 1937, 
passed on from his earthly labors, was ever occu- 
pied throughout a very busy professional life in 
Los Angeles in altruistic endeavor for his fellow 
citizens. Himself a victim of pulmonary disease, 
he originated and placed on a sound foundation 
the Barlow Sanatorium of Los Angeles ; so named, 
by friends, as was the Barlow Medical Library, 
because his colleagues and coworkers felt that his 
name should be associated and perpetuated with 
the outstanding activities he had been instrumental 
not only in bringing into existence, but in firmly 
establishing. It was the Editor’s privilege, as Fac- 
ulty Secretary of the University of Southern Cali- 
fornia’s College of Medicine, at a time when 
Doctor Barlow was Dean, to have been intimately 
associated with this colleague, who never tired in 
unostentatious efforts for both his fellows and 
the profession he so aptly represented. His was 
primarily a love of service, as was shown when the 
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Los Angeles County Medical Association proposed 
to erect a permanent headquarters and library 
building, even though the Society itself had no 
books to place therein. At that time Doctor Bar- 
low promptly gave his consent to the removal 
thither of the Barlow Medical Library, and also 
to its change of name to Library of the Los An- 
geles County Medical Association. 


Although Doctor Barlow’s death occurred in 
1937, it was not known until the beginning of the 
present year that he had remembered the Library 
of the Los Angeles County Medical Association in 
his will, the Association receiving, as the first 
notice of his bequest, a letter with check stating 
payments for a similar amount would be forwarded 
quarterly. The excerpt from Doctor Barlow’s will, 
having to do with this legacy, appears in this num- 
ber of CALIFORNIA AND WESTERN MEDICINE, in 
the Letters department, on page 236. 


* * * 


Bequest Forms in This Issue of the Official 
Journal.—With the thought in mind that types 
of bequest might have a suggestive value to mem- 
bers of the California Medical Assoeiation, who 
may desire to bequeath property, real or personal, 
to activities designed to promote general or special 
lines of work in scientific medicine, we prepared 
several years ago, with legal advice, such con- 
venient forms, and they have since regularly ap- 
peared in CALIFORNIA AND WESTERN MEDICINE— 
being printed, in this issue, on advertising page 30. 
They are again called to the attention of members 
of the Association in the hope that the example set 
by the late Morris Herzstein of San Francisco 
{the income of whose bequest to the California 
Medical Association is defraying the cost of the 
cancer exhibit at the Golden Gate International 
Exposition), and that of the late Walter Jarvis 
Barlow, in his handsome gift to the Los Angeles 
County Medical Association for its library, may 
lead others to think of endowments that would 
work for the betterment of scientific medicine and 
so to the advancement of public health. 


Other State Association and Component 
County Society News.—Additional news con- 
cerning the activities and work of the Cali- 
fornia Medical Association and its component 
county medical societies is printed in this issue, 
commencing on page 210. 


—— 


Belie in yourself the weaknesses of your country. Water 
partakes of the qualities, good or bad, of the seams through 
which it flows; and man of the climate into which he is 
born. Some owe more to their country than others because 
a happier zenith lay above them. There is no nation, even 
of the most cultured, without some inborn defect which 
its neighbors will not at once strike upon, either for their 
caution, or their comfort. A commendable skill to eradi- 
cate such national weaknesses in yourself, or at least to 
hide them; thus are you made unique among your kind, 
lor what is least expected is esteemed most highly. There 
are weaknesses also of race, of rank, of profession, and of 
age, which, if gathered together in one individual, and not 


— yield an intolerable monster.—Baltazar Gracian, 
53. 
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EDITORIAL COMMENT?t 


NEED FOR ADDITIONAL HOSPITAL 
RESIDENCIES 


This is an age of specialization, and only those 
who have mastered thoroughly the essentials of a 
certain branch in a certain calling can hope to 
achieve any success in life. This is particularly true 
in medicine where, because of the rapid strides 
made in that greatest of human sciences, speciali- 
zation is at its zenith. Indeed, the term “physician 
and surgeon’ has come to mean nothing but mere 
names which designate membership in a certain 
class, but poorly defines the professional status of 
that member in his respective field. Anyone who 
has watched carefully the present trends in special- 
ized service must come to the conclusion that the 
general designation of “physician and surgeon” will 
soon give place to a specific title which will clearly 
define the professional status and equipment of the 
title bearer. The kind of diplomas and certificates 
issued by medical schools and state boards will then 
be more varied; and just as in teaching we have 
a kindergarten certificate, a grade-school certificate, 
a junior or senior high-school certificate, and a 
junior-college certificate, so in medicine we shall 
have, in addition to the general certificate, a great 
variety of other certificates, each revealing the par- 
ticular branch of service which a certain certificant 
is qualified to render. 

Since such a division in rendition of services is 
inevitable, it is well to inquire what plans are being 
made by our educational medical institutions, hos- 
pitals included, to provide opportunities for young 
graduates in medicine and surgery to obtain special- 
ized training in the various branches of the pro- 
fession. From my own study of the subject, I am 
convinced that the opportunities for postgraduate 
training are very limited in scope and woefully in- 
adequate to meet the needs of the aspirants for 
specialized service. The believer in the noble demo- 
cratic principle of La carriére ouverte aux talents 
is rudely shocked to discover that, in a profession 
so important to human welfare as medicine, the 
finest talents are not always given a chance to de- 
velop themselves and attain perfection in any par- 
ticular branch. 

It is not necessary for me to enter into a detailed 
study of conditions as they exist in the entire 
United States. It is sufficient for the purposes of 
this paper to present the situation in California, 
where I have lived, studied and worked for the 
greater part of my young life, and I may well as- 
sume that the same conditions are paralleled else- 
where with but slight modifications. 


The four recognized medical schools in the State 
of California turn out each year 279 graduates in 
medicine, distributed as follows: University of 
California, 61; College of Medical Evangelists, 


+ This department of CALIFORNIA AND WESTERN MEDICINE 
presents editorial comments by contributing members on 
items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invita- 
tion is extended to all members of the California Medical 
Association to submit brief editorial discussions suitable 
for publication in this department. No presentation should 
be over five hundred words in length. 
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111; University of Southern California, 44 ; Stan- 
ford University, 63. Every one of these graduates 
would have been glad to continue postgraduate 
studies in a specialized field for a period of one 
to three years, but, unfortunately, there are only 
fifteen hospitals in the state that provide oppor- 
tunities for specialization, classified in service as 
follows: internal medicine-general, 14 hospitals; 
cardiology, 0; communicable diseases, 2; tuber- 
culosis, 8; malignant diseases, 1; pediatrics, 9; 
neurology, 1; psychiatry, 4; dermatology and syph- 
ilology, 2; obstetrics and gynecology, 6; general 
surgery, 15; neurosurgery, 1 ; thoracic surgery, 1; 
anesthesia, 0; orthopedic surgery, 5; urology, 4; 
eee: ts otolaryngology, 4; pathology, 

; radiology, 4; physical therapy, 1. Total number 


a possible openings available in the fifteen hospi- 
tals, 91. 


If each of these hospitals were to change its 
resident staff every year, ninety-one interns, or 
one-third of the graduating classes, could be ac- 
commodated. However, once an intern secures a 
residency in any specialty, he prefers to stay at least 
two to three years in the same place, as that is con- 
sidered the minimum time required for speciali- 
zation. That makes possible for only 15 per cent 
of the graduating classes to obtain any kind of a 
residential position. It is no wonder, then, that 
resort is had to “wire pulling” in order to obtain 
by insidious influences what cannot be gotten by 
sheer merit. 


We are all heartily in accord with the general 
proposition that the object of medical education is 
to promote the public welfare. No principle is, 
from the ideal standpoint, more sacred to a well- 
governed democracy than the principle of open and 
universal opportunity to all, without distinction as 
to race or creed, and an equal chance to those pos- 
sessing similar capacities and talents for individual 
growth and achievement. But what practical means 
shall be adopted to carry into execution certain high 
principles and ideals is a problem which requires 
immediate solution. 


In my mind this baffling problem can be solved 
satisfactorily by making fuller use of the smaller 
county hospitals, following in that the example set 
by teacher-training schools which use the smaller 
public schools to train the future teachers in our 
secondary system of education. Thus California, 
with a population of over six million, is divided, for 
purposes of administration, into fifty-eight coun- 
ties. The latest Hospital Number of the American 
Medical Association lists a total of fifty-two county 
hospitals in California, showing that nearly every 
county has its own hospital. It must, however, be 
regretfully noted that only nine county hospitals 
are approved for training interns, and of these 
nine only seven are approved for residencies in 
specialties. It must further be noted that of the 
seven hospitals so approved, only two, namely, 
the Los Angeles and the San Francisco county 
hospitals, offer a wide diversification of specialty 
training ; the other five hospitals, namely, Fresno, 
Alameda, San Bernardino, San Diego, and Santa 
Clara county hospitals, offer facilities for training 
in only two or three specialties. 
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What would be the effect of granting recognition 
to all county hospitals by including them in the 
approved list of such an organization as the Ameri 
can College of Surgeons? To this question the o1 aly 
answer usually given is that every hospital must 
conform to certain standards in order to obtain 
recognition, and it is claimed that no acorn should 
be allowed in a forest of full-grown oaks. To such 
objections the answer must be made that in the 
case of governmental institutions the standards 
must be so flexible in their application as to permit 
a gradual remedying of certain defects and short 
comings. There is a general misunderstanding re- 
garding the nature and function of a small count 
hospital. I, myself, when I first took up the work 
in a small nonapproved county hospital immediatel\ 
upon the completion of my internship in a big teach- 
ing hospital, had certain misgivings regarding its 
raison d’étre. However, when I gained better in- 
sight into the spirit which animates the existence 
of a small county hospital, I found that the retarded 
development of the county hospital was due to its 
inability to keep pace with the too rapid shift from 
a dominantly agricultural to an urbanized society. 
I have also found that the communities in which 
such small hospitals are located are most eager to 
make rapid adjustments in their relation to the 
new order of things, to adopt the latest methods 
of progress, and to raise the standard of their 
civic institutions to such levels as the community's 
economy will permit. Thus, in the county hospital 
where I am now employed, one finds, in an old-style 
structure, the most modern surgical equipment, and 
a generous budget amply provides for the needs 
of a rapidly expanding health program. The Board 
of Supervisors in our smaller American communi- 
ties consist of public-spirited men of great integrity 
of character, unselfish in their aims, devoted to the 
noble cause of public welfare, moved by deep senti- 
ments of civic pride, and inspired by the highest 
ideals of continued progress in matters pertaining 
to the betterment of the social conditions of the 
indigent and helpless. On the other hand, the 
supervisors are bound by the force of economic 
circumstances to keep taxation within reasonable 
bounds and to place restraints on their generous 
impulses. 

The smaller county hospitals need sympathetic 
interest and guidance rather than castigation or 
the whip of exclusion. The American College of 
Surgeons and other similar bodies of national 
standing should assume the burden of supervising 
and guiding the county hospitals in the interest of 
community welfare. If all these hospitals were 
approved, it would then be possible for every 
graduate from a medical school, upon completing 
his internship, to find a place in which he could 
continue general or specialized training. As nearly 
every county hospital has on its board practitioners 
of long experience, some of them outstanding in 
respective specialties, and others even fellows of 
the College of Surgeons, they could assume the 
burden of helping the young graduate worker to 
acquire greater efficiency in a chosen branch. or 
specialty. Frequent leaves should also be granted 
for further training under university supervision. 
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Such a plan would provide advanced training for 
all graduates. 
County Hospital. n , 
Witiiam W. RICHARDs, 


Marysville. 


SYNOVIAL POLYSACCHARID 


According to Dr. Karl Meyer’ and his colleagues 
of the Arthritis Clinic, Presbyterian Hospital, New 
York City, human synovial fluid contains a specific 
polysaccharid, chemically identical with the mucoid 
polylsaccharid elaborated by Group A Hemolytic 
streptococci. If this identity is confirmed, it would 
suggest a wholly new theory of arthritis and rheu- 
matic fever and a newly plausible basis for thera- 
peutic research. 

Highly specific lipoids, polysaccharids and other 
chemical factors common to pathogenic micro- 
organisms and animal tissues, have been a subject 
of research interest since Forssman? discovered 
the first heterophil lipoid of this type. This “Forss- 
man lipoid” is found in certain strains of intestinal 
bacteria, and in conjugation with the tissue pro- 
teins of certain animal species. It is present, for 
example, in exceptionally high titer in guinea pig 
and horse tissues, but is absent from man and the 
rabbit. If a Forssman-positive vaccine is injected 
into a Forssman-negative animal (e. g., a rabbit), 
a high-titer anti-Forssman antibody factor or func- 
tion is formed. A Forssman-positive animal, how- 
ever, is apparently incapable of forming these frac- 
tional antibodies, or, if formed, rapidly removes 
them from the circulation by conjugation with fixed 
tissue lipoids. An anti-Forssman serum injected 
into a Forssman-negative animal is nontoxic. In- 
jected into a Forssman-positive animal, however, 
fulminating toxic symptoms may result. Thus, a 
Forssman-negative antiparatyphoid horse serum is 
nontoxic on intravenous injection into Forssman- 
positive guinea pigs. The homologous Forssman- 
positive rabbit antiserum, however, may cause 
lethal reactions, 

The heterophil antigens of greatest current clini- 
cal interest, however, are certain lipoids and poly- 
saccharids in type pneumococci. Since the same 
lipoids are normally present in horse tissues, an 
antipneumococcus horse serum is theoretically de- 
ficient in one antibody function essential for com- 
plete antipneumococcus humoral immunity. Theo- 
retically at least, however, this handicap can be 
overcome by using rabbit antiserum. Of even 
greater practical interest is the heterophil carbo- 
hydrate, which is also present in human erythro- 
cytes. Antipneumococcus horse serum, therefore, 
would theoretically be hemolytic or hemagglutinat- 
ing for man. 

_Doctor Meyer’s alleged identification of his syno- 
vial polysaccharid with the mucopolysaccharid of 
Hemolytic streptococci is based on chemical evi- 
dence. On acidulation, human synovial fluid yields 
about 225 milligrams of his polysaccharids per liter. 
Each molecule of this polysaccharid contains one 


_1 Meyer, Karl, Smyth, Elizabeth M., and Dawson, Mar- 
tin, H.: Science, 88:129 (Aug. 5), 1938. 


ere Karl, and Palmer, J. W.: J. Biol. Chem., 114:689, 
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equivalent of nitrogen, hexosamin, acetyl and hex- 
uronic acid. It contains no sulfur or phosphorus. 
Identical fractional components in identical ratios 
were previously demonstrated by Meyer in poly- 
saccharids isolated from vitreous humor and from 
the umbilical cord.2? Almost identical qualitative 
and quantitative analyses have been reported by 
Kendall* and his coworkers for the mucopolysac- 
charid isolated from Hemolytic streptococci. 

The apparent chemical identity of this strepto- 
polysaccharid with synovial polysaccharid was con- 
firmed by Meyer through a parallel study of their 
hydrolyses by the autolytic enzyme formed by type 
pneumococci. Within the limits of the experimental 
error this enzymic reaction was both qualitatively 
and quantitatively identical for both polysaccharids. 

Since in their hands rabbits injected with heat- 
killed Hemolytic streptococcus did not yield pre- 
cipitins or complement-deviating antibodies for the 
mucopolysaccharid, Kendall® and his coworkers 
concluded that the streptococcus mucopolysaccharid 
is “serologically inactive.” The opposite conclusion 
is currently reported by Loewenthal* of London 
Hospital and Medical College, who found that by 
cautiously heating young mucoid phase strepto- 
cocci (55 degrees, 12 minutes) so as to avoid 
denaturation, the streptomucopolysaccharid is anti- 
genically active. Antigenic identity of the strepto- 
polysaccharid and synovial polysaccharid, however, 
has not yet been confirmed by serologic evidence. 
Until this is done, an autocytotoxic theory of ar- 
thritis or rheumatic fever, a theory based on a 
presumptive immunological vicious circle, would 
be premature. 


Box 51. W. H. ManwariNc, 


Stanford University. 


8 Kendall, F. E., Heidelberger, M., and Dawson, M. H.: 
Tbid., 118:61, 1937. 


4 Loewenthal, H.: Brit. J. Exp. Path., 19:164 (April), 1955. 





Adequate Medical Services Available in Texas County. 
—An abundance of free clinics, governmental hospitals 


and philanthropic organizations in Harris County, 
Texas, makes it possible for every one to obtain medical 
care, the County Medical Society reveals in a study of 
medical care during 1937. The survey, reported in The 
Journal of the American Medical Association for January 
14, is part of a nation-wide study being sponsored by the 
Association. 

An average of eighty-five patients for each of the 266 
physicians included in the study received free treatment in 
homes, hospitals or doctors’ offices during the year. The 
physicians also reported they had devoted 27,971 hours to 
free patients in clinics. 

A majority of the people, including the low-income 
groups, could obtain and pay for necessary dental service 
when they made proper arrangements for obtaining such 
service. During 1937 the thirty-four dentists included in 
the survey provided 994 persons with free care in their 
offices and gave 960 hours of free service in clinics. 

Not a single instance of refusal to hospitalize patients 
was recorded. Facilities for the care of school children were 
considered adequate. 

A social service filter system to prevent persons who can 
afford to pay from obtaining care at the free clinics and 
to make fees for low-income groups commensurate with 
ability to pay was strongly recommended. 

Other needs of the county as seen by the Society included 
additional funds to provide medical care for persons with 
infectious diseases, especially venereal diseases, and for 
those with chronic ilnesses who need institutionalized care, 
and provisions by relief agencies for care of transients and 
nonresidents who are ineligible for county aid. 
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TUBERCULOUS APPENDICITIS 


By Tuomas A. Carp, M.D. 
Riverside 


Discussion by Philip H. Pierson, M. D., San Francisco; 
Emile Holman, M. D., San Francisco. 


UBERCULOUS appendicitis was first re- 

ported and described by Corbin’ in 1937. In 
1882 Koch? announced to the world the discovery 
of the bacillus of tuberculosis, and this stirred the 
medical profession to a more intense study of sus- 
pected lesions. 


REPORTS IN THE LITERATURE 


Until May, 1937, there have been in all 151 cases 
reported in the literature. That this condition is 
relatively rare is shown in a monograph by Mueller,’ 
who published reports from various clinics show- 
ing autopsy findings. I am reporting only the larger 
clinics of his series. Fenwick and Dodwell, in 2,000 
autopsies, had a percentage of 0.8; and Kelly, re- 
porting 3,770 cases, had a percentage of 1.2. Koster 
and Kosman, 1934, collected a series of tabulations 
from clinics showing the percentage found at oper- 
ation ; and again I am reporting the larger clinics, 
as follows: 


Percentage 
No. of Cases of Cases 


1,888 1.5% 
Z 


Clinic Year 


.- 1902-13 


Montreal General ... ... 1909 


12,003 
Mayo 


1,259 

Free Hospital for Women, 
Brookline, Mass. .......... 1902-1932 7,665 
Koster 1928-1932 3,271 


These series show the relatively close relationship 
in the findings of autopsy and operation. 


It is generally believed by authorities that tuber- 
culous infection of the appendix occurs either 
through direct extension or by the hematogenous 
route. The hematogenous route was favored by 
most authors where the pathology presented in- 
volved the appendix only. In view of the fact that 
the cecum and appendix quite frequently have de- 
creased peristaltic activity and it is generally recog- 
nized that active tubercle bacilli are present free in 
the colon, is it not conceivable that organisms may, 
by direct peristaltic action, be carried into the lumen 
of the appendix from the cecum, and there by direct 
apposition infect the mucous membrane of the ap- 
pendix? That is illustrated in Slide 6, where the 
only lesion found is in the submucosa of the wall. 


7,610 7 


RIVERSIDE COUNTY HOSPITAL PROCEDURES 


The attention of the surgical staff of the River- 
side County Hospital was directed from time to 
time to patients in the tuberculosis department who 
were complaining of abdominal distress with locali- 
zation in the right lower quadrant. Many of the 
findings were rather vague and not typical clinically 
of the more acute and positive findings of those 
coming in the general surgery service. 

Formerly we were apt to temporize with these 
cases, being reluctant to operate for fear of acti- 
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vating the pulmonary condition. It was our custom 
to treat them symptomatically by fluid diet, ice bag, 
and observation. Many of these cases quieted down, 
only to have a recurrence of symptoms from a few 
weeks to months later. Others would rapidly, and 
often without marked increase of symptoms, de- 
velop a palpable mass, and at operation we would 
evacuate an abscess or remove a greatly inflamed 
and distended appendix, with involvement in some 
cases of the cecum and surrounding viscera. Sey- 
eral of the cases developed fistula and chronic dis- 
charge, with rapid dissolution and death. 


More recently, therefore, we have learned to give 
greater consideration to those tubercular patients 
complaining of such mild symptoms, and we have 
found that earlier operations have given a much 
higher percentage of cures with primary healing 
and without appreciable damage to the pathology 
in the lungs. 


The choice of anesthetic in all of our cases was 
spinal, novocain 120 to 150 milligrams, or the 
combination of 50 milligrams novocain and 10 
milligrams pantocain being used. This has proved 
satisfactory in our series, inasmuch as it has given 
adequate anesthesia, a convalescence with a mini- 
mum of nausea and no immediate irritation of the 
pulmonary condition. All of our cases have been 
transferred either to the tuberculosis wards or to 
their homes at the end of ten days. Healing in all 
of these cases was per primum. Postoperative 
care was routine, including adequate fluids by sub- 
cutaneous or intravenous method, until such time 
as fluids could be administered orally, usually 
within twelve hours. 


Although the condition is relatively rare, it pre- 
sents a problem which heretofore has seemingly 
been given little consideration ; due, undoubtedly, 
to the fact that clinical symptoms are in most cases 
vague, and that proper evaluation of the pathology 
is difficult. 


I wish to report eight cases occurring in a series 
of 520 appendectomies in the Riverside County 
Hospital between January, 1933, and February 1, 
1938. These cases are proved tuberculosis of the 
appendix without demonstrated lesions found else- 
where in the intestinal tract. The percentage in 
this series is 1.5. All eight cases had proved pulmo- 
nary tuberculosis, most of them in the quiescent 
stage ; and one, as the history will show, had been 
dismissed from institutional care as an arrested 
case and returned to the general hospital fifteen 
months later with a diagnosis of acute appendicitis. 


The following cases are briefly summarized : 


REPORT OF CASES 


Case 1—G. M. Hospital No. 17559. Male. Mexican. 
Age, 24. 

Entered hospital on March 13, 1933, with positive pulmo- 
nary tuberculosis. On June 10, 1933, he complained of 
abdominal cramps and diarrhea. Eleven days later he had 
a recurrence of symptoms and localization of pain in the 
right side; temperature 100, white count 15,000, poly- 
morphonuclear 76 per cent. On June 27, 1933, he again 
reported abdominal cramps. Examination showed tender- 
ness and muscle spasm of the right rectus. Temperature 
not elevated, white blood count 8,750, polymorphonuclear 
60 per cent. 


Diagnosis: Chronic appendicitis ; recurrent. 
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Fig. 1 
Fig. 1 (Case 1). 


Fig. 2 
Shows giant cells surrounded by tuberculous granular tissue. 
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Fig. 3 


Fig. 2 (Case 2).—Shows giant cells surrounded by tuberculous tissue. 
Fig. 3 (Case 3).—Shows tubercles with a ring of inflammatory cells and giant cells, four in all. 


Operation on same day, under spinal anesthesia. No 
evidence of visceral tuberculosis, no enlarged mesenteric 
lymph-nodes found. Cecum was normal in appearance, 
Appendix was free, involved in two definite kinks, giving 
a corkscrew appearance. Wall was injected and indurated. 

Pathologic examination: The outer layers show peri- 
vascular, round-cell infiltration. In the lymphoid tissue 
there are a number of typical tubercles. The overlying 
mucosa in the section examined is not ulcerated. Diag- 
nosis: Tuberculosis of the appendix. 
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Case 2—C. Y. Hospital No. 20522. Female. Mexican. 
Age, 22. 

Admitted to hospital in August, 1933, with diagnosis of 
pulmonary tuberculosis. She complained of rather severe 
pain in the right lower abdominal quadrant. Examination 
showed very slight tenderness over McBurney’s area; no 
referred tenderness; no pelvic pathology. Temperature, 
99.2; pulse, 90; white blood count, 11,500; polymorpho- 
nuclear, 76 per cent; urine negative. 

Diagnosis: Acute appendicitis. 

She was operated upon the same day, under spinal an- 
esthesia. Appendix was distended in the terminal half and 
injected. There were a few grayish, white plaques over 
the serous coat of the appendix. There were no palpable 
glands at the base of the cecum. 

Pathologic examination: The appendix measures 2 by 3 
centimeters. The wall is greatly thickened on cut section. 
Microscopic examination: The mucosa is quite irregular; 
submucosa is infiltrated with numerous eosinophils. There 
is also much fibrous tissue present. There are areas reveal- 
ing tubercles, consisting of giant cells and epithelial cells, 
surrounded by lymphocytes. Diagnosis: Tuberculosis of 
the appendix. 

The patient made an uneventful recovery and had no 
further abdominal symptoms. 


eS. & # 


i 3.—U. G. Hospital No. 21054. Female. Mexican. 
Age, ° 

Entered the hospital in April, 1934, with diagnosis of 
pulmonary tuberculosis. First complained of right-sided 


Fig. 4 


Fig. 5 


abdominal pain in July, 1934; temperature, 101; white 
blood count, 9,800; polymorphonuclear, 85 per cent. Ice 
bags were applied and condition quieted down. One month 
later the patient had a recurrence of abdominal pain, with 
elevation of temperature, and again ice bags were applied. 
Pain in the right lower quadrant persisted, and on palpation 
of the abdomen tenderness was noted over McBurney’s 
area and in the pelvis. No muscle spasm was present. 
White blood count was 9,700; polymorphonuclear, 83 per 
cent. Abdominal symptoms continued and operation was 
done. Findings: Appendix retrocecal, six inches long, ad- 
herent, moderately injected, and edematous. There were a 
few small granular deposits on the serous coat of the ap- 
pendix. The cemum showed no involvement and pelvic 
organs were apparently normal. No palpable glands were 
noted, appendix removed routinely without drainage. 

Pathologic report: There is a deep constriction in the 
center of appendix. Serosa is congested. Lumen is dis- 
tended by white purulent material. Microscopic: In places 
the mucosa and lymphoid tissue are greatly thinned appar- 
ently by pressure. There is some necrosis of the mucosa. 
There are many neutrophils and eosinophils in the inner 
layer. Much scarring of the submucosa and small groups 
of tubercles are present in the serosa. Diagnosis: Tuber- 
culosis of the appendix and subacute purulent appendicitis. 

The patient made a good postoperative recovery, with 
no further abdominal symptoms. 
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CasE 4.—E. M. Hospital No. 21569. Male. Mexican. 
Age, 23. 

Admitted to hospital on September 19, 1934, with a diag- 
nosis of pulmonary tuberculosis. On February 24, 1935, 
he complained of pain and tenderness over McBurney’s 
area. He reported a similar attack seven months before. 
Morning temperature was 98; evening temperature, 99.4; 
pulse, 90. 

Examination, February 25, 1935, showed muscle spasm 
of right rectus, with localization of tenderness over Mc- 
Burney’s area. White blood count, 12,400; polymorphonu- 
clear, 92 per cent. Diagnosis: Chronic appendicitis. 

Operation: Some clear serum was found in abdominal 
cavity. Appendix was found clubbed at terminal portion, 


Fig. 6 


Fig. 4 (Case 4).—Large tubercles with a great amount of caseous matter and giant cells. 
Fig. 5 (Case 5).—Four tubercles with giant cells in central part of slide. 
Fig. 6 (Case 6).—Shows definite tubercle formation with giant cells. 





CALIFORNIA AND WESTERN MEDICINE 


Vol. 50, No. 3 


Fig. 8 


Fig. 7 (Case 7).—Shows mucous membrane crypts. Large tubercles in lymphoid tissue with five giant cells 


Fig. 8 (Case 8).—Shows large tubercle with giant cells. 


injected and indurated. There were a few pearl-like bodies 
in the serosa of the appendix. Cecum was not involved in 
inflammatory condition, no palpable glands noted. 

Pathologic report: Gross appendix, 4.5 centimeters long ; 
serosa is roughened, apparently by adhesions. Microscopic: 
At the distal end of the appendix there is a large caseous 
area, surrounded by a thin fibrous capsule. Tubercles are 
found in the mucosa and submucosa of the appendix. The 
lumen of the appendix and the mucosa contain some puru- 
lent exudate. Diagnosis: Tuberculosis of the appendix. 

Postoperative course was uneventful, with primary heal- 
ing. No further abdominal symptoms. 
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Case 5.—T. L. Hospital No. 33158. Female. Mexican. 
Age, 17. 

Admitted to the hospital on July 28, 1938, with a diag- 
nosis of pulmonary tuberculosis. On April 8, 1937, she 
complained of severe pain in the right lower quadrant of 
the abdomen. There were no positive abdominal findings. 
Temperature was 98; pulse, 80; white blood count, 12,900; 
polymorphonuclear, 76 per cent. On May 7, 1937, she com- 
plained of pain in right lower quadrant for one day only. 
There was no further abdominal distress until February 8, 
1938, at which time she complained of pain in the right 
lower quadrant, no rigidity found. There was some tender- 
ness over McBurney’s area, with no rise in temperature, 
no nausea or vomiting. White blood count was 12,000, poly- 
morphonuclear, 60 per cent ; lymphocytes, 31 per cent. Five 
days later she still had pain; there was slight rectus rigidity 
with referred tenderness, no temperature elevation. White 
blood count was found to be 19,000. Preoperative diag- 
nosis was probable tuberculous appendicitis. 

Operation, February 14, 1938. Appendix was slightly 
elongated and distended, moderately injected. Cecum and 
adjacent small bowel were carefully inspected, but no 
pathology was found. Mesenteric lymph-nodes were not 
enlarged. 

Pathologic report: Gross specimen is an appendix 
measuring 8 by 1.3 centimeters, with much adherent fat. 
The serosa is thickened. The wall is up to 4 millimeters 
thick. The lumen contains coagulated white material. 
Microscopic: The subserosa is infiltrated by many round 
cells and plasma cells. The muscularis contains many such 
cells and is edematous. The lymphoid tissue contains many 
tubercles. Diagnosis: Tuberculous appendicitis. 


The patient made an uneventful recovery. 
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Cast 6.—R. C. Hospital No. 36993. Female. 
Age, 16. 

Admitted to hospital on August 5, 1937, with a diagnosis 
of pulmonary tuberculosis. On January 29, 1938, she first 
complained of slight pain in the right lower quadrant. On 
February 4 she again complained of pain in her right side. 
No rigidity of the right rectus, but there was some tender- 
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ness on deep pressure over McBurney’s area. White blood 
count, 19,200; polymorphonuclear, 85 per cent; tempera- 
ture, 98. The next day the white blood count was 18,400. 
Because of the clinical evidence, a diagnosis of tuberculous 
appendicitis was made and she was operated. 

Findings : Appendix located normally, somewhat twisted 
on itself, with many adhesions between the meso-appendix 
and the cecum. Examination of the adjacent organs was 
entirely negative for any other pathology. 

Pathologic report: Microscopic, the appendix appears 
quite normal, except for a collection of small epithelial 
tubercles in the submucous lymphoid tissue. Some of these 
contain Langhans’ giant cells. Diagnosis: Tuberculosis 
of the appendix. 

The patient made an uneventful recovery. 
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Case 7.—A. S. Hospital No. 37247. Female. Mexican. 
Age, 17. 

Entered the hospital with a diagnosis of pulmonary tuber- 
culosis on August 31, 1937. On September 29, 1937, she 
complained of nausea, later associated with vomiting, but 
no abdominal pain. On January 23, 1938, she complained 
of pain and tenderness in the right lower quadrant. Tem- 
perature was not elevated, pulse 100. White blood count 
16,000, with polymorphonuclear count of 67 per cent. Ex- 
amination showed no spasticity or evidence of muscle 
rigidity. Tenderness over this region was slight. Morning 
temperature 97.8, pulse 90. At this time the white count 
was 12,500, with 85 per cent polymorphonuclear. 


On February 5 she had a pneumothorax of 300 cubic 
centimeters, with temperature of 99.2 following; pulse 110 
At this time she complained of a recurrence of pain in the 
right lower quadrant. There was increased muscle spasm 
and definite localization of pathology. Preoperative diag- 
nosis: Subacute appendicitis, with possible tuberculous 
appendix. 

Operation: The cecum and appendix were found and 
removed from the abdomen. The tip of the appendix was 
markedly injected and slightly swollen. There were no en- 
larged mesenteric glands found and no tubercles on the 
cecum. The uterus, ovaries, and tubes were all found to 
be normal. The abdomen was closed in layers in the usual 
manner. 


Pathologic report: Section from appendix shows definit 
group of tubercles in the lymphoid tissue at one side of t!« 
appendix. The tubercles have the appearance of having de 
veloped rather rapidly. Diagnosis: Tuberculosis of th« 
appendix. 

Patient made an uneventful recovery and had primar) 
healing of the wound. 
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Case 8.—C. L. Hospital No. 31706. Female. 


Age, 18. 
Admitted to hospital on February 7, 1938, with a dias- 
nosis of acute appendicitis. She had been a patient im the 
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tuberculosis hospital from September 30, 1935, to July 10, 
1937. Present symptoms were sudden onset of pain in right 
lower quadrant, slight at first but becoming more severe 
and frequent. White blood count on admission was 12,550, 
with 73 per cent polymorphonuclear, temperature 99, and 
pulse 100. The patient stated that she had had no previous 
attacks of similar abdominal pains. 


She was operated the following day. There were numer- 
ous adhesions around the entire appendix, it being bound 
firmly to the cecum, moderately injected and somewhat 
swollen and indurated. There were several fine, white 
plaques on the appendix. The cecum adjacent to the ap- 
pendix was injected moderately. No mesenteric glands 
found; ovaries, tubes, and uterus were normal to palpation. 


Pathologic report, microscopic: All the coats are moder- 
ately infiltrated with round cells and a few polymorpho- 
nuclears and eosinophils. In the muscularis and mucosa are 
numerous tubercles. Diagnosis: Tuberculous appendicitis. 

The patient made an uneventful recovery. 


COMMENT 


In reviewing these cases one notes that all have 
had tuberculosis of the lungs, that most of them 
were in a quiescent phase, that careful history re- 
vealed one or more previous attacks of low-grade 
abdominal pain, with localization in the right lower 
quadrant. White blood counts and temperature re- 
actions have been, for the most part, little disturbed 
above normal, even in those cases that gave rather 
pronounced clinical findings. All have shown gross 
pathological changes and all have had tubercles 
present in various layers of the appendix. Oper- 
ation in these cases have all been satisfactory, as 
noted by the prompt healing, and convalescence and 
absence of further abdominal distress. 

Death from advanced pulmonary tuberculosis in 
the first four cases cannot, we think, be directly 
attributable to the operations, inasmuch as there 
were no exacerbations of the pulmonary lesions 
immediately after operation, and death occurred 
many months later. In our later cases we attached 
greater significance to mild, right side, localized 
tenderness, and suspecting tuberculosis of the ap- 
pendix we operated early. 

I believe this procedure, as outlined, will lessen 
the danger of later extensive appendiceal abscess 
formation and cecal involvement. Tuberculous ap- 
pendicitis occurring secondary to infection else- 
where in the body would seem, in our experience, 
to be less rare than the literature suggests ; and the 
medical profession, particularly those in charge of 
our tuberculosis hospitals, should keep in mind this 


complication and be on the alert to seek early surgi- 
cal care. 


Pathological reports were made through the 
pathological laboratory of the School of Medical 
Evangelists, Loma Linda, Dr. Oran I. Cutler, 
Chief, 

SUMMARY 

1. Tuberculous appendicitis is reported 151 times 
in the literature to May, 1937, and eight more cases 
are added in this report. 

2. Clinical course of the disease tends to chro- 
nicity, with recurrent attacks usually milder than 
the pyogenic types of appendicitis. 

3. Eight cases are briefly summarized and micro- 
scopic sections shown of the involved appendix. 
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4. Earlier recognition by the physician should 
be made. 


5. Early operation, with removal of involved 
appendix, will reduce the morbidity and mortality 
in our tuberculosis sanitaria. 

3616 Main Street. 
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Purp H. Pierson, M.D. (490 Post Street, San Fran- 
cisco).—The subject presented by Doctor Card is very 
timely. Many patients with pulmonary tuberculosis have tu- 
berculosis of the intestine which may give no clinical symp- 
toms, yet be present on x-ray examination. It is interesting, 
in view of the frequency of tuberculous enteritis chiefly 
located in the ileocecal region, that tuberculous appendicitis 
is so relatively rare. Doctor Card’s cases surprised me 
somewhat in that there was so little involvement of the ileo- 
colic glands. Very frequently tuberculosis in these glands, 
with no involvement of the appendix, causes all the symp- 
toms of tuberculous appendicitis. 

I agree with Doctor Card perfectly in regard to the 
surgical treatment of this condition. Localized ulcerative 
lesions in the ileocecal region very frequently respond to 
ultra-violet irradiation with a complete cure. 

I think that it is wise at this time to stress the value of 
the x-ray in diagnosing these lesions. By early recognition 
and treatment the patient’s pulmonary condition improves 
much more rapidly. We have recently seen, at Stanford 
Hospital, a patient with coccidioides of the appendix. As 
the symptomatology and pathology are so similar to that 
of tuberculosis this should be kept in mind, particularly in 
those regions where coccidioides is prevalent. 


& 


EmrLte Hotman, M.D. (Stanford University Hospital, 
San Francisco).—Tuberculosis of the appendix is not un- 
expected in the presence of symptoms referable to the right 
lower quadrant appearing in a patient harboring also a 
known pulmonary tuberculosis. Its occurrence, however, as 
the only known tuberculous lesion is most uncommon, but 
apparently does occur. In a patient upon whom we were 
about to perform a cholecystectomy for gallstones, I once 
delivered an indurated, obviously diseased appendix, which, 
so far as anyone knew, had not been responsible for the 
patient’s symptoms. Microscopically, the appendix showed 
typically tuberculous lesions. No other focus of tuberculosis 
could be demonstrated, either in the abdomen or in the 
lungs. 


In California there exists another lesion of the appendix 
which is easily mistaken for tuberculosis. A young Filipino, 
who had resided for a short time in the San Joaquin Valley, 
was recently operated upon for rather severe lower right 
quadrant symptoms which seemed easily explained, at 
operation, upon the basis of tuberculosis. Numerous tu- 
bercles studded the peritoneum overlying the cecum and 
the parietal peritoneum around the appendix, which was 
indurated and inflamed and, therefore, removed. The path- 
ologist’s first report confirmed the operator’s impression 
that the lesion was tuberculous. Further study, however, 
revealed the typical spheroid bodies of coccidiodes. 

Doctor Card is to be congratulated upon the primary 
healing that occurred in these eight tuberculous lesions of 
the appendix. His admonition to operate when right lower 
quadrant symptoms first arise, is, I believe, well warranted, 
in the hope that the lesion may still be limited to the ap- 
pendix. Fistulae, localized peritonitis, and subsequent in- 
testinal obstruction occasionally complicate the removal of 
the more advanced lesions seemingly limited to the appen- 
dix, but probably already involving the cecum. It is pos- 
sible that the early removal of the tuberculous appendix 


will prevent the subsequent extension of the tuberculous 
process to the cecum. 
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TRAUMATIC DIAPHRAGMATIC HERNIA: 
TRANSPLEURAL REPAIR* 


By H. E. Scuirrsauer, M.D. 
Los Angeles 


Discussion by Charles Eaton Phillips, M. D., Los Ange- 
les; Emile Holman, M. D., San Francisco. 


[N this paper I shall discuss and report eight 
cases t of traumatic diaphragmatic hernia which 
I have operated upon since October, 1935, by the 
transpleural approach, with recovery. 


Diaphragmatic hernia can be divided into two 
groups: (1) nontraumatic; (2) traumatic. The 
nontraumatic are subdivided into congenital and 
acquired. Hedblom, in an analysis of 378 operated 
cases, found that two-thirds were of traumatic 
origin ; one-sixth congenital and one-sixth acquired. 


With the increase of injuries resulting from 
automobile accidents, the incidence of traumatic 
rupture of the diaphragm has increased. 


TRAUMATIC HERNIA 


Traumatic hernia may result from direct or in- 
direct injury. Direct injuries to the diaphragm 
resulting from penetrating wounds, such as stab 
or gunshot, impalements and punctures from frac- 
tured ribs, are often accompanied by injuries to 
the lungs, liver, stomach, spleen, and kidneys. 


Instances are reported of the rupture of the dia- 
phragm during labor, vomiting, heavy lifting, and 
having the lower chest and upper abdomen crushed 
while wrestling. Rupture of the diaphragm has 
occurred in divers jumping from great heights and 
landing on their abdomen, also in persons jumping 
from a window and landing on their feet. 


Rupture of the diaphragm has resulted from 
severe crushing injuries to the chest, with or with- 
out fractures. Fractures of the transverse proc- 
esses of the upper lumbar vertebrae may also be 
a contributing factor. 

Weakening of the diaphragm has resulted from 
a stiff rubber tube improperly placed in draining 
an empyema, causing an erosion of the diaphragm 
and a weakness of the muscle. With a sudden in- 
crease in the intrathoracic pressure, a tear occurs 
and a hernia develops. 


A complete repair of the tear in the diaphragm 
will take place, provided no viscus intervenes be- 
tween the edges of the torn muscle. 

It was noted in the eight cases that the tear was 
parallel to the muscle fibers, extending from the 
anterolateral attachment of the diaphragm to the 
region of the esophageal hiatus. It is quite possible 
that the tear began at the central tendon in the 
dome of the diaphragm and extended anteriorly 
and posteriorly. 

PATHOLOGY 


No hernial sac was found in any of the eight 


cases. The formation of a sac depends upon the 
size and location of the defect in the diaphragm, 


* Read before the General Surgery Section of the Cali- 
fornia Medical Association at the sixty-seventh annual 
session, Pasadena, May 9-12, 1938 


t Only two case reports appear i in this issue. Others will 
be given in the reprints. 
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and the rapidity with which the abdominal viscera 
enter through the defect. It is not infrequently 
seen in puncture wounds of the diaphragm, which 
develop a herniation into the pleural cavity years 
after the injury. 

When a defect in the diaphragm exists, the intra- 
abdominal pressure associated with the continuous 
suction action of the diaphragm gradually increases 
the amount of the abdominal viscera in the chest. 
The viscera found in the pleural cavity depends 
upon the size and location of the tear in the dia- 
phragm, and the rapidity with which the viscera 
enters immediately after injury. 

In none of the cases was there any fluid, or blood- 
clots in the pleural cavity, and no adhesion between 
the lung and abdominal viscera. In two cases the 
lower lobe of the lung was adherent to the antero- 
lateral chest wall by a cord-like bands. In all cases 
the lower lobe was more or less atelectatic ; in one 
case the upper lobe was also partially airless, The 
lung was completely reéxpanded in all cases, with- 
out any ill effects from the reéxpansion. 


SYMPTOMS 


A paucity of clearly defined symptoms refer- 
able to the thorax and abdomen is characteristic in 
traumatic rupture of the diaphragm. 

It is necessary to consider the symptoms arising 
from the acute and chronic case, and the chronic 
case which has become acute. 


Acute Cases: 

When the patient has been severely injured, 
there are many symptoms and conditions which 
make it comparatively easy to overlook a tear in 
the diaphragm, especially when it has been effec- 
tively plugged by the stomach, and on examination 
of the thorax the characteristic signs are absent or 
difficult to recognize. 

It is then important to decide if a perforation 
of the abdominal viscera, an acute hemorrhage or 
an incarceration of the intestine exists, with a rup- 
ture of the diaphragm. 


Chronic Cases: 

Atypical and vague gastro-intestinal symptoms 
in the left hypochondrium, often associated with 
indefinite pleuritic pain, and a history of injury to 
the upper abdomen and lower chest, should demand 
a critical study by a roentgenologist. 

Peritoneoscopic examination might be considered 
in making a diagnosis in obscure chronic cases with 
indefinite thoracic and abdominal symptoms. 


Chronic Cases Which Have Become Acute: 

The most common symptom is the sudden onset 
of severe colicky pain in the hypochondriac region, 
which is often referred to the neck, shoulder region 
and anterior lower chest, followed by nausea and 
persistent vomiting with a disturbance of bowel 
movements. 

The characteristic symptoms of abdominal viscera 
in the pleural cavity may be absent. 

A flat plate of the abdomen and lower chest will 
often aid in making a diagnosis of incarceration 
of intestinal viscera in a tear of the diaphragm. 
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PHYSICAL FINDINGS OF THE CHEST 
Inspection: 


There may be no laceration, contusion, sub- 
cutaneous emphysema or evidence of injury to the 
chest wall or upper abdomen. 

The prominence of the chest findings depends 
upon the kind, amount, distribution and detention 
of the abdominal viscera, and the rapidity with 
which they entered the pleural cavity after the tear 
in the diaphragm, and if a complete pneumothorax 
resulting from the injury to the lung exists. 

Therefore, it is obvious that in some patients 
dyspnea and cyanosis, with shallow respiration and 
a lagging of one side of the chest, are the outstand- 
ing symptoms, while in others these are absent. 

A bulging of the hypochondriac region may be 
present. 

The abdomen is usually scaphoid and often less 
prominent. 

Palpation: 

Subcutaneous emphysema, a hematoma and 
crepitation over the fractured ribs may be elicited. 
The apex of the heart is usually displaced to the 
right. Abnormal fremitus is often present. The 
abdominal muscles are usually rigid. 

Percussion: 

Normal resonance is displaced by tympany over 
the anterior chest and the degree of dulness, pos- 
teriorly, depends upon the amount of fluid present 
and the extent of atelectasis. 

The tympanic sounds may be caused by a 
pneumothorax, and cannot be differentiated by per- 
cussion from abdominal viscera in the pleural 
cavity. 

Ausculiation: 

The heart sounds are distant and displaced to 
the right. Normal breath sounds are decreased or 
absent, depending upon the amount and distention 
of the abdominal viscera in the pleural cavity and 
the presence of a pneumothorax. 

Hearing peristaltic contraction over the chest is 
pathognomonic of intestinal organs in the pleural 
cavity. The shifting of the patient and listening 
for many minutes may be necessary before peri- 
stalsis is heard. 

Gurgling is readily demonstrated over the an- 
terior chest, in the fourth or fifth interspace, by 
having the patient take liquids in a sitting position. 

This auscultatory finding can be accentuated by 
the administration of an effervescent powder. The 
application of the powder may be of value during 
a fluoroscopic examination when a pneumothorax 
exists, with a ruptured diaphragm. 

Any gurgling, splashing or rumbling sound in 
the chest should be carefully investigated. 

The routine fluoroscopic and x-ray examination 
will often fail to detect a rupture of the diaphragm. 


DIAGNOSIS 


Kirkin * states that the chief obstacle to the diag- 
nosis of a diaphragmatic hernia is the neglect to 
look for it. 

It is often extremely difficult to make an early 
diagnosis of traiimatic diaphragmatic hernia be- 
cause of the severe concomitant injuries and the 
bizarre, vague chest and abdominal symptoms. It 
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is my impression that in many cases when the 
tear in the diaphragm is small, the fundus of 
the stomach plugs the opening immediately after 
the injury and prevents the early thoracic symp- 
toms. Later the stomach, along with other movable 
viscera, may be drawn into the chest, producing the 
characteristic thoracic symptoms. 

A critical study of all such injured persons 
should be made. 

TREATMENT 

Keen and experienced judgment is required to 
decide whether or not to operate upon an acute dia- 
phragmatic rupture when a diagnosis has been made 
shortly after the injury. In serious injuries to the 
abdomen, a perforation of the hollow viscus, hemor- 
rhage or incarceration, must always be considered. 
After observation over a period of hours, if the 
clinical picture suggests a possibility of any serious 
intra-abdominal lesion, an exploratory laparotomy 
should be done. If the patient is in an extremely 
serious condition, it might be advisable only to con- 
trol the hemorrhage, repair the perforated viscus 
or relieve the incarceration, but not repair the rent 
in the diaphragm. The additional surgery may be 
too much for the patient to tolerate, but he can 
survive with a tear in his diaphragm, which can be 
repaired at a later date. 

If intra-abdominal injury can be excluded, it is 
advisable to institute conservative treatment until 
such time as the patient is a good operative risk. 
However, the earlier surgery can be done the less 
difficulty will be encountered. Chronic cases which 
become acute should be operated upon at once, by 
the abdominal route. A supraclavicular temporary 
phrenic interruption is optional immediately before 
the laparotomy ; nasal gastric lavage should always 
be done prior to surgery, leaving the tube in the 
stomach during and after surgery. 

In chronic cases, transpleural approach offers 
many advantages over the abdominal route: 

1. Adequate exposure is readily obtained. 

2. The phrenic nerve may be crushed or injected 
with novocain as it enters the diaphragm, which 
insures an early return of function. After the 
hernial opening is exposed, it may not be advisable 
to interrupt the phrenic nerve, where in the abdomi- 
nal method this must be done before surgery. This 
is an advantage. 

3. Adhesions of the abdominal viscera to the 
lung or chest wall can be severed by sharp dis- 
section under direct vision. 

4. The atelectatic lung can be properly re- 
expanded by positive pressure under direct vision. 

5. If necessary, a fascia lata transplant with 
living fascial sutures can easily be done, with a 
decrease in circumference of the chest by multiple 
rib resection, if necessary. 

When difficulty is encountered, by either the ab- 
dominal or transpleural approach, it is advisable 
to combine both methods. The operator should be 
familiar with each method, and the anesthetist 
capable of giving positive pressure anesthesia. 


PREOPERATIVE TREATMENT IN CHRONIC 
CASES 


In the chronic case it is advisable to give the 
patient a nonresidual diet of high caloric value, with 
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an adequate amount of liquids for the dehydrated 
patient. 

A blood transfusion should be given when the 
patient is anemic or has a low blood pressure. The 
evening before the operation a thorough gastric 
lavage should be done, to be repeated before going 
to surgery, leaving the intranasal Levine tube in 
the stomach. When a distended transverse colon 
is in the pleural cavity, a high rectal tube should 
be inserted. 

ANESTHETIC 

Avertin, 70 to 90 minims per kilo body weight, 
supplemented with nitrous oxid and oxygen, under 
10 to 14 millimeters of mercury with positive pres- 
sure, was satisfactorily used in three cases. In one 
case—that of a twelve-year-old boy—only nitrous 
oxid was used, with good results. In one case it 
was thought advisable to use ethylene. In three 
cases, cyclopropane, given by the intratracheal 
method, was used to an advantage. The operative 
procedure is made less difficult with this type of 
an anesthetic. 

I have come to the conclusion, in reference to 
anesthesia, that the most important factor is not 
the kind of anesthetic agent and mode of adminis- 
tration, but the anesthetist giving the anesthetic. 


TECHNIQUE OF THE TRANSPLEURAL 
OPERATION 


The patient is placed on the operating table on 
his good side, resting on a sand bag or folded 
blanket under the midaxillary portion of his chest. 

The incision begins just lateral to the costal at- 
tachment of the ribs in the eighth interspace, and 
continues backward, parallel to the ribs to their 
angles. The pleural cavity is opened the entire 
length of the incision. 

Upon opening the pleural cavity, in chronic cases, 
few changes take place in the patient’s general 
condition because the mediastinum has been stabil- 
ized and the structures have compensated for the 
altered conditions within the affected pleural cavity. 

To enlarge the opening in the pleural cavity, the 
eighth and ninth ribs are cut between two punched 
holes about two centimeters apart, just lateral to 
the angle of the ribs. After protecting the wound 
edges with gauze pads, self-retaining retractors are 
inserted at the upper and lower angles of the in- 
cision, and the wound is widely separated. 

If, on exploration, the colon is markedly dilated 
and more than the usual amount of difficulty is 
encountered in deflating the colon, the possibility 
of a growth in the distal portion of the colon should 
be considered; and, if found, a cecostomy with 
immediate decompression technique is advisable. 

The stomach should be examined for pyloric 
stenosis, ulcer, malignancy, and a volvulus. I failed 
to recognize the volvulus in the first case, necessi- 
tating an abdominal operation for its correction. 
This condition could have been easily repaired at 
the first operation, if it had been recognized. 

The phrenic nerve is readily seen at its entrance 
into the diaphragm and easily crushed with a for- 
ceps, producing a temporary paralysis of the dia- 
phragm, which facilitates the reduction of the 
abdominal viscera and the repair of the hernial 
opening. 
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The phrenic interruption may not be necessary 
in all cases. The adherent abdominal viscera are 
separated from their attachment to the lung and 
inner chest wall by sharp dissection. Structures 
are always adherent to the margins of the hernial 
opening ; these are loosened, and if necessary the 
opening in the diaphragm enlarged, which makes 
the reduction of the abdominal viscera easier and 
allows for an exploration below the diaphragm, 
which should be done in all cases. 

After the edges of the diaphragm have been 
denuded, they are approximated, without tension, 
with interrupted black silk sutures. If the defect 
in the diaphragm cannot be closed without tension, 
a fascia lata transplant, using fascial sutures, can 
readily be used to fill the defect. 

In the eight cases it was interesting to note the 
gradual expansion of the atelectatic lung after the 
abdominal viscera had been replaced. In the one 
case where the accident had occurred ten years 
previously, the atelectatic lung was gradually but 
completely reéxpanded by an increase of positive 
pressure through the tracheal catheter. 

Before closure of the pleural cavity the sectioned 
ribs are approximated with kangaroo tendon. The 
opening in the pleural cavity is closed by placing 
interrupted No. 1 chromic sutures around the ribs, 
above and below the intercostal opening. The 
muscles and fascia are approximated in their ana- 
tomical planes with No. 1 chromic sutures. The 
pleural cavity is not drained. 


POSTOPERATIVE TREATMENT 


No unusual postoperative treatment is neces- 
sary, excepting that the intranasal Levine tube 
should be left in the stomach and connected with 
a constant suction apparatus for forty-eight to 
seventy-two hours, to prevent a gastric dilatation. 

If only a small amount of fluid collects in the 
pleural cavity, it should not be aspirated. 


CONCLUSIONS 


Eight cases of traumatic diaphragmatic hernia 
have been reported, seven males and one female, 
ranging in age from twelve to fifty-seven years, 
in which four early and four late diagnoses were 
made, varying from a few months to ten years. 

Earlier diagnoses will be made when the phy- 
sicians become familiar with the symptoms result- 
ing from a diaphragmatic hernia, and the roentgen- 
ologist makes a critical study of cases receiving 
direct and indirect injuries to the lower chest and 
upper abdomen, where vague and not clearly ex- 
plainable thoracic and abdominal symptoms exist 

The earlier the patient can be operated, con- 
sistent with safety, the better. 


If it is necessary to explore the abdomen shortly 
after an injury, and a diaphragmatic tear is found 
but effectively plugged by the stomach, it is ad- 
visable to do the urgent surgery and leave the 
repair of the diaphragm for a second operation. 


The transpleural repair after a temporary phre- 
nic interruption, using intratracheal cyclopropane 
anesthesia under positive pressure, is the method 
of choice in operating upon the chronic case of 
traumatic rupture of the diaphragm. 
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REPORT OF CASES 


Case 1.—Mexican, age 30, injured in an automobile acci- 
dent on May 10, 1935. Admitted to hospital in a comatose 
condition, suffering from cerebral concussion, acute alco- 
holism, and left lower chest injury. 

Roentgenograms on May 11 revealed a fracture of the 
tenth and eleventh ribs posteriorly, without material dis- 
placement. No unusual findings in the chest. A small com- 
minuted fracture of the left iliac bone was noted. The 
patient was discharged from the hospital on May 18, 1935. 
Because of gastro-intestinal symptoms which were present 
since the accident, he was given an appointment in the 
medical out-patient clinc. 

He reported to the clinic on May 22, 1935, complaining 
of diffuse epigastric colicky pain, dyspnea upon exertion, 
and a nonproductive cough. These symptoms had developed 
since the accident. A hyper-resonance with decreased 
breath sounds, and a few crepitant rales at the apex were 
noted, and a tentative diagnosis of pulmonary tuberculosis 
was made. 

Roentgenograms on May 23 showed a partial pneumo- 
thorax, involving the lower left lobe of the lung with a fluid 
level extending to the sixth interspace anteriorly. 

On June 22, 1935, on fluoroscopic examination it was 
noted that the fluid had disappeared and a high, not well- 
defined diaphragm, with a deformity of the left dome, 
aroused suspicion, and upon the administration of barium, 
the cardiac end of the stomach was seen at the level of the 
seventh rib posteriorly. A diagnosis by the roentgenolo- 
gist, of traumatic rupture of the diaphragm, was suggested. 
On September 15, 1935, he was readmitted to the hospital, 
complaining of distress in the epigastrium, nausea after 
eating, and dyspnea upon exertion, since the accident in 
May, 1935. The barium meal and barium enema revealed 
that the stomach and colon were in the left chest. A trans- 
pleural approach was made through the eighth interspace, 
under ethylene anesthesia and positive pressure. The entire 
stomach, transverse colon, spleen, and a portion of the small 
intestine were in the left pleural cavity. The lower lobe of 
the lung was atelectatic. 

The rent in the diaphragm was about 16 centimeters long, 
extending obliquely backward from the anterolateral at- 
tachment of the diaphragm over its dome to the esophageal 
hiatus. After crushing the phrenic nerve the viscera were 
dissected from the margins of the tear in the diaphragm 
and the abdominal structures replaced into the abdomen 
and the rent repaired with interrupted silk sutures. 

The intercostal wound was closed by placing chromic 
sutures around the rib above and below the incision, with 
a continuous chromic suture for the muscle and fascia. 
Convalescence was delayed by wound infection and a small 
a el which healed after adequate drainage was estab- 

ished. 

Three months after surgery the patient complained of 
epigastric distress after meals. He stated that he felt a 
fullness under his left ribs after eating and that, by bend- 
ing over and massaging the upper left abdomen, he could 
feel the food pass into the lower portion of the stomach. 

Roentgenological examination with a barium meal re- 
vealed a ruminating type of stomach. His condition did not 
improve with medication and dietetic management. The 
abdomen was opened through a left rectus incision. A short 
dense band of adhesions was found, extending from the 
greater curvature of the stomach at its upper third, to the 
posterior portion of the scar in the diaphragm, rotating 
the upper portion of the stomach on itself. After severing 
this band the stomach assumed a normal position. The pre- 
vious rent in the diaphragm was visible and firmly healed. 
Upon subsequent examination the patient was in excellent 
health and free of complaints. 

The second operation could have been obviated if a more 
thorough examination had been made during the first 
operation. 

? 5 v 


Cask 2.—Male, age 30. On October 19, 1931, was in an 
automobile accident, receiving injuries to the head, left 
chest, and lower back. 


Roentgenograms on October 20, 1931, disclosed a frac- 
ture of the seventh rib in midaxillary line, with no material 
displacement; a fracture of the superior and inferior rami 
of the left pubic bone; fracture of the left acetabulum, with 
some inward displacement ; fracture of the first and second 
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sacral segment on the left side. No abnormal findings in 
the chest. Discharged from hospital on December 29, 1931. 

At intervals, from January 7 to October 27, 1932, the 
ae was seen in the orthopedic clinic. No reference to 
chest. 

In April, 1935, he fell off the running board of a car, 
striking his head. He was dizzy, with blurred vision 
and headaches. Diagnosis: Concussion. X-ray examina- 
tion showed no skull fracture. 

On October, 1935, chest was examined; impaired reso- 
nance in left apex with fine rales present. Diagnosis was 
made of pulmonary tuberculosis early, and he was sent to 
the tuberculosis clinic. 

X-ray of October 3, 1935, showed hydropneumothorax, 
with fluid level at eighth interspace near posterior axillary 
line. Slight collapse of left lung; evidence of thickened 
pleura in interlobar fissure. 

On July 29, 1936, x-ray showed diaphragm level third 
interspace, anterior. Stomach lies immediately under dia- 
phragm medially and anteriorly. Diaphragm is terraced 
from anterior to posterior, so that it is at eighth rib an- 
terior. There are loops of small intestine laterally and pos- 
teriorly to the stomach and beneath the diaphragm. The 
barium entered the stomach readily and emptied into the 
duodenum normally. The left diaphragm was slightly mov- 
able, The findings were consistent with those of a dia- 
phragmatic hernia. 

On August 5, 1936, the patient was operated upon by the 
transpleural approach. On opening the pleural cavity the 
entire stomach, transverse colon, about 20 centimeters of 
small intestine, and the spleen were in the pleural cavity. 
The lower lobe of the lung was atelectatic. 

The tear in the diaphragm began at its anterolateral 
attachment and extended backward toward the esophageal 
hiatus. The tear was repaired with interrupted silk after 
the abdominal viscera were replaced into the abdomen. 

A pleural effusion occurred postoperatively, and was 
gradually absorbed without any complications. 

On October 13, 1936, the x-ray showed the stomach in 
normal position, below the diaphragm. 

1005 Brockman Building. 
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1. Kirklin: J. A. M. A. (Dec. 27), 1930. 
DISCUSSION 

Cuartes Eaton Puitiirs, M. D. (2007 Wilshire Boule- 
vard, Los Angeles).—Doctor Schiffbauer has given us a 
comprehensive treatise on the transthoracic repair of dia- 
phragmatic hernia. But there are a few points in the surgi- 
cal treatment of diaphragmatic hernia which should be 
accentuated. 

First: The diagnosis of diaphragmatic hernia may offer 
many difficulties. A majority of the cases are not recog- 
nized until the condition has become well developed. Many 
are not found or even suspected until they are found at 
autopsy. Diaphragmatic hernia, like others, develop in 
points of congenital weakness, except those which follow 
direct traumatism such as from drainage tubes, wounds of 
the diaphragm, etc. A great majority are well developed 
when some sudden strain brings on an acute exaccerba- 
tion, and this leads to their discovery. 

Even the exploratory operation may fail to reveal its 
presence unless there is x-ray evidence to guide the exami- 
nation. 

The mere presence of a diaphragmatic hernia is consistent 
with a normal span of life and activity. 

It becomes a surgical emergency only in the rare cases 
where it is complicated by acute displacement of the stomach 
or other viscera, and possible strangulation. 

The surgical relief of the condition has had the advocates 
who favored the abdominal, and others who have preferred 
the transthoracic approach. Each has had its technical diffi- 
culties and its advantages. Both approaches are formidable 
procedures which require skill and special instruments in 
their performance. 

For the past ten years I have employed an approach 
which has presented certain advantages over either the 
classic thoracic or abdominal incisions. 

Operation: A left paramedian incision is made, severing 
the seventh costal cartilage and extending downward to 
the level of the umbilicus. A careful exploratory is then 
performed. From the upper end of this incision the open- 
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ing is continued outward and downward along the attach- 
ment of the diaphragm for a distance of eight inches. This 
flap is then turned outward and downward, leaving a tri- 
angular opening with the diaphragm edge presenting. It 
gives ready access to both sides of the diaphragm and 
at the same time perfect exposure to the structures, such as 
the splenic pedicle and vessels which may be injured in 
either of the other approaches. 

Separation of adherent viscera and ligation of all bleed- 
ing points, and replacement of viscera, can be accomplished 
with certainty. Closure of the defect is simple and is usu- 
ally accomplished with two or three rows of a forty-day 
chromic gut. 

After the diaphragm has been repaired the costochondral 
flap is replaced and the cut edge of the diaphragm is in- 
cluded in the running chromic stitch which closes the lateral 
prolongation of the incision. 

The paramedian incision is then closed in the same 
manner, completing the operation. Even in difficult cases 
the time of operation should not take more than thirty 
minutes. No subsequent trouble has been encountered with 
the fracture of the costochondral flap. No special instru- 
ments are necessary. 

In the presence of adherent viscera it furnishes the 
ideal approach. 

Many cases are not surgical. Surgery may be contra- 
indicated by age, physical condition, or personal preference. 
In these, great relief may sometimes be obtained by in- 
creasing the intrathoracic pressure. These patients may 
develop a certain emphysema by blowing rubber balloons 
two or three times a day. The improvement, following 
this simple procedure, has been startling in some cases. 


& 


Emre Horman, M.D. (Stanford University Hospital, 
San Francisco).—Doctor Schiffbauer has very ably and 
very completely covered the subject of diaphragmatic hernia 
due to trauma. Physicians generally, and industrial and 
traumatic surgeons in particular, will do well to bear in 
mind the possibility of such a hernia incident to any severe 
trauma to abdomen or to chest. If a diagnosis of hernia 
through the diaphragm is made, and if abdominal symp- 
toms predominate, the abdominal approach is indicated, 
preferably through a long incision parallel to the costal 
margin extending through the linea alba medially and to 
the anterior axillary line laterally. An excellent exposure 
of the diaphragm is obtained, and after reduction of the 
hernial mass it is sometimes possible to identify and crush 
the phrenic nerve through the rent, if this is deemed neces- 
sary to approximate the edges of the rent. 

Occasionally, in the abdominal approach, it is difficult to 
withdraw the abdominal viscera through the rent because 
of the negative pressure in the thoracic cavity. This can 
be simply overcome by the passage of a small catheter 
through the rent alongside the herniated mass, and by the 
introduction through it of air into the thoracic cavity above 


the diaphragm, thus equalizing the pressures in the two 
cavities. 


VITAMIN -DEFICIENCY STATES: THEIR 
RECOGNITION AND TREATMENT* 


By Dwicut L. Wirsur, M.D. 
San Francisco 


PART I 


"THE concept that disease may be due to de- 
ficiency of vitamins has received such wide- 
spread proof, and has been so universally accepted, 
that our clinical interest must now turn to means of 
recognizing and treating vitamin-deficiency states 
as well as to a study of the events leading to 
development of them. The importance of estab- 
lishing these points lies principally in the fact that 
vitamin-deficiency states are an unusual group of 
diseases in that they can be entirely prevented and 
* Read before the Pediatric Section of the California 


Medical Association at the sixty-seventh annual session, 
Pasadena, May 9-12, 1938. 
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that, with the exception of a few extreme instances, 
they are completely amenable to cure. 


CHARACTER OF DEFICIENCY STATES 


For purposes of a clearer understanding of de- 
ficiency diseases and the difficulties surrounding 
recognition of them, such a simple grouping as that 
presented in Table 1 is of considerable value. In 
the first group are those patients who, with a marked 
degree of deficiency, present a classical deficiency 
disease, as xerophthalmia, beriberi, or pellagra. 
Such a condition depends on definite pathologic 
changes in the tissues, it can be recognized by clini- 
cal means without recourse to special tests, and it 
is infrequently encountered in this country. 

In a second group may be placed those diseases 
which are usually due to a moderate degree of 
deficiency, such as the multiple neuritis of chronic 
alcoholism, nutritional night blindness, certain types 
of macrocytic anemia and glossitis. In these cases 
the deficiency is less marked than in the cases of 
the preceding group, the symptoms depend on 
physiologic and pathologic changes, and the diag- 
nosis may rely on the use of special diagnostic 
tests. 

In many respects the sequence of events in these 
two groups of “deficiency states” may be likened 
to those occurring in patients with diabetes, nephri- 
tis or cardiac disease. Patients with a marked de- 
gree of vitamin deficiency may be said to be 
analogous to diabetic or nephritic patients who are 
in coma, or to cardiac patients who are decompen- 
sated and in whom the pathologic changes are ex- 
tensive and the diagnosis may be made by clinical 
means alone. Patients with less marked degrees of 
deficiency, in whom the pathologic changes are less 
obvious but the physiologic ones very definite, may 
be considered analogous to patients with definite 
diabetes, nephritis or heart disease, in whom the 
symptoms may depend as much on physiologic as 
on pathologic changes, and in which special tests 
may or may not be required before a diagnosis can 
be established. The frequency with which de- 
ficiency disease of moderate degree occurs has not 
been clearly established, but these conditions are 
apparently common enough to be encountered by 
most physicians at fairly regular intervals, and to 
constitute at present the usual case of vitamin de- 
ficiency disease. 

In a third group may be placed those conditions 
in which the deficiency is mild and in which recog- 
nition of the deficiency may be said principally to 
depend upon physiologic or chemical alterations 
rather than on pathologic ones. In fact, recog- 
nition of this group of cases in which clinical 
changes are often absent has depended on the de- 
velopment of special tests, such as the biophoto- 
metric determination of dark adaption of the eyes 
in vitamin A deficiency and the chemical measure- 
ment of the saturation of the tissues with vitamin C. 
The clinical significance of this group of “deficiency 
states” has not been settled. To carry further the 
previously mentioned analogy, one might say that 
this group corresponds to those diabetics in which 
the diagnosis can be made only after careful studies 
of the tolerance to dextrose, or with those neph- 
ritics who do not present clinical signs of renal 
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VITAMIN-DEFICIENCY STATES—-WILBUR 


Tas_e 1.—The Character of Vitamin-Deficiency States 


Degree of 


Deficiency Clinical Signs 


Classical Deficiency 
Disease 


Variable 


Marked 
Moderate 


Absent? 
Preclinical? 


Mild 


disease and in whom the diagnosis depends on care- 
ful study of the urinary sediment or of the ability 
to concentrate urine. 


It seems probable that deficiency states falling 
into the third group will prove to be quite common. 
However, until much more evidence has accumu- 
lated in regard to the physiologic activity of the 
vitamins, until there are clear-cut methods of de- 
termining the chemical concentration of them in 
tissues and body fluids, and until the nutritional 
significance of slightly abnormal values are known, 
it will be impossible to state, in the case of a single 
individual, the clinical significance of such a slight 
deficiency. 


METHODS OF PRODUCTION OF DEFICIENCY 
DISEASES: TYPES OF PATIENTS 


It is commonly believed that vitamin-deficiency 
diseases occur only when the diet is inadequate. 
While this is probably the most common cause of 
deficiency disease, there may be other factors of 
etiologic importance, such as an increased demand 
for vitamins during pregnancy, during fever and 
when the basal metabolism is increased, such as loss 
of or destruction of vitamins after ingestion, and 
such as abnormalities in gastro-intestinal function. 
(Table 2.) During pregnancy and lactation, for 
example, the need for certain vitamins may be 
increased from 10 to 100 per cent, or even more 
above the requirement for the normal person. 


Vitamin-deficiency states should be looked for 
particularly among those patients who have been 
on an inadequate diet in an attempt to reduce 
weight, or due to alcoholism, economic difficulties, 
faddism, or to poor therapeutic dietary advice, 
such as long-continued elimination diets, diets for 


gastro-intestinal diseases, allergic conditions, and 
so forth. (Table 3.) 


THE DIAGNOSIS OF DEFICIENCY STATES 


_ Inconsidering the diagnosis of deficiency disease 
it is important to keep in mind the fact that the 
clinical features of a deficiency disease may vary 


TABLE 2.—Vitamin, Protein and Mineral Deficiency 
States May Be Produced as a Result of: 


ak Inadequate intake of essential substances in the 
let, 


2. Increased requirements during periods of rapid 


growth, pregnancy, infections, fever, elevated basal 
metabolic rate. 


3. Impaired or altered gastrointestinal function. 
4. Altered metabolism of the vitamin. 


Essential Changes 


Extensive 
Pathologic 


Pathologic and 
Physiologic 


Physiologic 


Incidence Diagnosis 


Rare Clinical findings 


Occasional Clinical findings 


Laboratory tests 


Common Laboratory tests 


within wide limits. This is due to the fact that 
there is great individual variation in the response 
of patients and also experimental animals to the 
same deficiency diet, and that it is questionable if 
a vitamin-deficiency state ever exists in pure form. 
There is almost always deficiency of more than 
one of the vitamins in a single patient. In fact 
McCollum and Simmonds pointed out some time 
ago that it is questionable if a pure vitamin- 
deficiency state, with the possible exception of 


scurvy, ever has been produced in the experimental 
animal. 


The diagnosis of vitamin-deficiency states de- 
pends principally on clinical observations, although 
there is rapidly accumulating laboratory evidence 
to suggest that certain chemical or biologic tests 
may be useful in substantiating the diagnosis, or 
in establishing it in the absence of clear-cut clinical 
findings. A therapeutic test also may be of con- 
siderable value as diagnostic procedure, for now 
that some of the vitamins may be obtained in 
crystalline form, the specific response to use of a 
pure form of a vitamin may be considered signifi- 
cant in establishing a diagnosis in some cases. 


VITAMIN A DEFICIENCY 
Symptoms. 


The most readily appreciated clinical symptoms 
of vitamin A deficiency have to do with changes 
occurring in the eyes. These symptoms consist 
principally of night blindness or inability to see 
clearly in dusky light, and of irritation of or lesions 
of the conjunctive. In its most exaggerated form, 
xerophthalmia (which is rarely observed in this 
country), there may be dryness of the conjunctival 
tissues, conjunctivitis, softening of the cornea, in- 
fection of the eyeball, and blindness. 


Night blindness, which occasionally may be due 
to intra-ocular disease such as retinitis pigmentosa, 
is usually manifested by difficulty or inability of 
the patient to adapt his vision to faint illumination, 
although during the daytime or in bright light he 
may see perfectly. In questioning a patient in re- 


TABLE 3.—Suspect and Look for Deficiency States 


When the diet is inadequate because of: 
1. Economic difficulty 
2. Eccentricities, faddism, ignorance, alcoholism 
3. Anorexia, dyspepsia, dysphagia, pain 
4. Therapeutic dietary inadequacy 
In association with or during 
1. Gastro-intestinal diseases 
2. Pregnancy, Infection, Hyperthyroidism 































































































































































































































































































TasBLe 4.—Vitamin A Deficiency 


Degree of 
Deficiency 


Marked 


Clinical 
Signs 


Xerophthal- 
mia 


Night blind- 
ness 

Skin lesions 

Conjunctival 
lesions 

Epithelial 
lesions of 
mucous 
surfaces 


Incidence 


Very rare 


Moderate 


Rare 1. Biopho- 


tometer 


. Scrap- 
pings of 
mucous 
surfaces 


25 to 75 per 

cent of all 

children and | 3. 
adults? 


Mild 
(Preclin- 
ical?) 


Absent 





gard to night blindness, particular attention should 
be paid to vision while driving a car at night, while 
in a theater or the movies, while walking at night 
or in the dark, or on entering a house from the 
bright sunlight. Such patients are apt to bump into 
things while walking at night, to have difficulty in 
driving a car at night because they cannot see the 
road or are dazzled by the lights of an approach- 
ing car, or to have difficulty in distinguishing 
facial features, the hands of a clock, or details of 
a picture, on entering a dimly lighted room. 


A history of conjunctival irritation or dryness, 
which cannot be explained otherwise, may be ob- 
tained in some patients with vitamin A deficiency. 
Examination of the conjunctivae may reveal pig- 
mentation, or there may be dryness or a granular 
appearance to the conjunctiva if the lids are held 
away from the eyeball for a few moments. 

There has been discussion of the relation of 
vitamin A deficiency to cutaneous lesions, to lesions 
of the genital or urinary tract, and to states of 
lowered resistance to infections. Since deficiency 
of vitamin A characteristically leads to thicken- 
ing or keratinization of epithelial tissues, followed 
frequently by secondary infection, it might be an- 
ticipated that cutaneous lesions would occur in vita- 
min A deficiency. The characteristic change, which 
is considered by some authorities to be the first 
manifestation of deficiency, consists of keratiniza- 
tion of a hard, dry papular type that resembles goose 
flesh and is most marked on the exterior surfaces 
of the forearms, legs, and thighs. A somewhat 
similar keratinization of the mucous membrane 
of the vagina, leading to a lesion resembling that 
of atrophic or senile vaginitis, has been reported 
in vitamin A deficiency. The relation of vitamin A 
deficiency to renal lithiasis in man is still indefinite, 
and while there is evidence to substantiate the view 
that in some cases renal lithiasis may be related 
to deficiency of vitamin A, in most instances of 
stone this does not seem to be the case. 


The only recognized anti-infective influence 
vitamin A possesses is in maintaining normal epi- 
thelium, which will act as a barrier to infection; 
and since, so far as is known, the vitamin does not 
have any influence on immunological processes, it 
seems obvious that vitamin A in reality is not an 
anti-infective vitamin. 





CALIFORNIA AND WESTERN MEDICINE 





Vol. 54, No. 3 


Diagnosis. 

Principal interest at present in the diagnosis of 
vitamin A deficiency is in the detection of states 
of mild or partial deficiency in which the clinical 
diagnosis is not easy (Table 4). When the phy- 
sician is confronted by a patient whom he suspects 
may have vitamin A deficiency, he should inquire 
into the presence of night blindness; and on ex- 
amining the patient he should look for dryness or 
pigmentation of the conjunctivae and for a papular 
cutaneous eruption involving particularly the limbs, 
especially the exterior surfaces. 


If vitamin A deficiency is suspected, there are 
three methods of diagnosis which may be employed 
in an attempt to confirm the clinical history suggest- 
ing that a deficiency exists or to suggest its pres- 
ence in the absence of clinical findings. There are 
(1) a study of the sensitivity to light following 
partial adaptation to darkness, as determined by 
biophotometric methods of Jeans and Zentmire: 
(2) scrapping of the conjunctival, nasal or vaginal 
mucous membrane, making smears and examining 
them for keratinized epithelial cells; and (3) ad- 
ministration of vitamin A in crystalline or con- 
centrate form. These methods are all relatively in- 
direct, but if either of the first two tests proves to 
be positive, and if there is disappearance of these 
signs or of previously noted night blindness or 
cutaneous or conjunctival symptoms following ad- 
ministration of vitamin A or carotene, the diag- 
nosis of vitamin A deficiency seems reasonably 
well established. 


Physical and chemical methods for determining 
the vitamin A content of body fluids and tissues 
have been developed, but have not as yet proved 
satisfactory for clinical detection of vitamin A 
deficiency. 


The diagnosis of very mild or “preclinical” de- 
ficiency of vitamin A in which clinical signs are 
absent is made at present only by use of the bio- 
photometer. Patients who have no clinical evidence 
of vitamin A deficiency, but who have defective 
adaptation to darkness as revealed by this test, and 
who have normal adaptation after administration 
of vitamin A, are considered by some observers to 
have mild deficiency of vitamin A. The frequency 
with which “clinic populations” have a positive test 
with this method is in the neighborhood of from 
50 to 75 per cent of all those tested, but the clini- 
cal significance of this observation has not beei 
established. 


Treatment. 


Deficiency of vitamin A usually may be pre- 
vented by the use of adequate amounts of th« 
following foods rich in vitamin A or carotene: 
butter, cream, eggs, cod-liver oil, carrots, and 
spinach. Fish-liver oils which are particularly rich 
in vitamin A are those of the halibut, cod, burbot, 
and tuna. 


The daily optimal requirement of vitamin A is 
not known, but it is probably in the neighborhood 
of 6,000 to 10,000 U. S. P. units. In the treatment 
of vitamin A deficiency states, the following meas- 
ures are of value: (1) a diet containing many foods 
rich in vitamin A; (2) supplements to the diet o/ 
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TaBLe 5.—Thiamin Deficiency (Vitamin B,) 


Degree of 
Deficiency 


Clinical 2 
Signs Incidence 


M arked Beriberi Rare 


Peripheral Infrequent 
neuritis 
Cardiovascu- 
lar disturb- 
ances 
Edema 
Gastro- 
intestinal 
dysfunc- 
tion?* 
Anemia?* 


“Moderate 1. Calcula- 


tions 
Cowsgills 
Formula 
2. Thera- 
peutic 
3. Amounts 
of Thia- 
min in 
blood and 
todinaiamiilectiliiatone urine 
Uncertain 
mild degree 
of above 


“Mild 
(Preclin- 
ical?) 


Unknown 





* Changes in these organs are very frequently asso- 
ciated with thiamin deficiency, but are probably due 
to deficiency of components of the vitamin B complex 
other than thiamin. 


vitamin A in cod or halibut-liver oil in amounts 
of 10,000 to 25,000 U. S. P. units daily (Jeghers 
suggests 70,000 U. S. P. units orally for two weeks, 
and the 25,000 units until the patient is normal) ; 
(3) in rare instances by intramuscular injection of 
cod-liver oil or other substances rich in vitamin A. 


VITAMIN B, (THIAMIN) DEFICIENCY 
Symptoms, 
Thiamin is a catylist essential for the oxidation 
of carbohydrates, and when it is not present in 
adequate amounts in man the characteristic symp- 


tims of peripheral neuritis, circulatory failure, and 
beriberi occur. (Table 5.) 

As Strauss and others have indicated, the diag- 
nosis of alcoholic, diabetic, biliary, gastrogenic and 
postinfective polyneuritis, polyneuritis of preg- 
nancy, and of Korsakoff’s syndrome, have all con- 
cealed the true diagnosis of thiamin (vitamin B,) 
deficiency. While symptoms of these conditions 
may be sudden in onset they are generally insidi- 
ous, and the earliest manifestations usually are 
heaviness in the legs and tenderness of the calf 
muscles when they are squeezed. Weakness of the 
limbs, burning of the soles, and numbness of the 
dorsum and lower part of the ankles, are next to 
appear, followed by hypesthesia, which advances 
up the leg and thigh, and by atrophy of the muscles 
and of the skin. With these symptomatic changes 
there usually are associated diminished or absent 
reflexes in the involved extremities and various 
degrees of muscle weakness. 

The cardiovascular manifestations of thiamin 
deficiency have been extensively studied by Weiss 
and Wilkins, and consist principally of dyspnea and 
palpitation on exertion, tachycardia, and edema. 
In cases in which the deficiency is greater the clini- 
cal picture may be that of cardiac failure with an 
enlarged area of cardiac dullness or an enlarged 
shadow on the roentgenogram, signs of right or 
left heart failure, and extensive edema or anasarca 
with or without signs of peripheral neuritis. It is 
obvious that in the absence of marked changes 
these manifestations do not, for the present at 


least, comprise a rigid and easily recognized clinical 
syndrome. 
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Other manifestations of thiamin deficiency which 
have been reported over a period of years include 
gastro-intestinal changes such as anorexia, glossitis, 
achlorhydria and diarrhea, and changes in the blood 
such as those indicating anemia. As Strauss has 
pointed out, there is considerable evidence to sug- 
gest that these phenomena are, at least in part if 
not entirely, manifestations of a deficiency of some 


portion of the vitamin B complex other than 
thiamin. 


Diagnosis. 


The diagnosis of well-established thiamin de- 
ficiency is simple if the characteristic triad of symp- 
toms of beriberi, namely, edema, peripheral neuri- 
tis and cardiac failure, is present. 

The diagnosis of a moderate degree of thiamin 
deficiency is usually not difficult, and with increas- 
ing recognition of the fact that peripheral neuritis 
is usually due to thiamin deficiency, the diagnosis 
is being made much more commonly than it was 
a few years ago. Recognition of cardiovascular 
symptoms as being due to thiamin deficiency has 
been a much more recent development and, because 
of this fact and the nonspecific character of the 
symptoms and findings, namely, dyspnea and palpi- 
tation on exertion, edema, and circulatory failure, 
the diagnosis is more difficult to establish. 

Thiamin deficiency is usually to be found in 
chronic alcoholics, among patients who have been 
on a limited diet as a result of economic disability, 
faddism, ignorance or in an attempt to reduce 
weight, and during pregnancy and lactation. 

There are no laboratory procedures which are 
helpful in determining the adequacy of the thiamin 
metabolism of a patient. Recently, several biologic 
tests revealing the apparent thiamin content of 
tissue fluids or of urine have been developed, but 
they are not of sufficient simplicity and perhaps 
accuracy to permit their use in the ordinary clinical 
laboratory. However, there are two other methods 
which will enable the physician to suspect that 
symptoms of his patient are due to thiamin de- 
ficiency. These are the calculations of Cowgill’s 
formula and the therapeutic test. In cases in which 
the previous diet is known, an estimation of the 
adequacy of the thiamin content of the diet, as com- 
pared with the requirement of the patient, may be 
made by Cowsgill’s formula. Cowgill has shown 
that the requirement for thiamin is proportional to 
both intake of calories and body weight. 

The therapeutic test with thiamin may be very 
useful in establishing a diagnosis of previous de- 
ficiency, but great care must be exercised in regard 
to the interpretation of the clearing up of cardio- 
vascular symptoms, because frequently associated 
methods of treatment such as rest in bed, sedatives, 
digitalis, and psychic influences, may be the signifi- 
cant curative factors. 

Evidence for thiamin deficiency of very mild 
character has not been established because of lack 
of chemical or other direct methods of determin- 
ing the status of thiamin metabolism in patients 
with clinically recognizable deficiency. 


Not infrequently, in association with thiamin 
deficiency, will be found evidence of deficiency 
of other components of the vitamin B complex, 
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Tasle 6.—Vitamin B Deficiency (Other than in 
Thiamin) 


Clinical Changes Deficiency of Tests 
Nicotinic acid Therapeutic 
Thiamin onl 


Other factors? 


Pellagra 


Therapeutic 
only 


Macrocytic Uncertain 


anemia 
Gastro-intestinal: Uncertain 
glossitis, 
anorexia, 
achlorhydria, 
hypotonicity, 
hypomotility 


Therapeutic 
only 


such as gastro-intestinal symptoms or macrocytic 
anemia. These symptoms and findings may prove 
helpful in establishing the correct diagnosis. 


Treatment. 

In the treatment of thiamin deficiency the ex- 
hibition of all of the following measures will be 
found most helpful: an adequate diet high in vita- 
min B content, preparations of brewers’ yeast or 
wheat germ and crystalline thiamin chlorid. While 
crystalline preparations are available they should 
not, for two reasons, be used exclusively in the 
treatment of thiamin deficiency: first, because, as 
has been pointed out, most patients with thiamin 
deficiency have evidence of deficiency of other com- 
ponents of the B complex, and secondly, because 
crystalline thiamin chlorid is still quite expensive. 

For those patients with only moderate deficiency, 
and without evidence of impairment of gastro- 
intestinal function, the use of 30 grams of pow- 
dered brewers’ yeast of good potency, or 6 grams 
of autolyzed yeast, administered three times daily, 
is generally adequate. Along with this should be 
a high caloric, high vitamin diet, if it can be toler- 
ated, and from 10 to 40 milligrams of thiamin 
chlorid daily, intramuscularly or orally adminis- 
tered. For those patients with severe cardiac symp- 
toms, daily intramuscular or intravenous injec- 
tions of similar doses of thiamin may be advisable. 
In addition, dilute liver extracts, suitable for intra- 
muscular injection, given in doses of 10 to 20 
cubic centimeters or more daily, are helpful in 
controlling glossitis and cutaneous manifestations 
of the type associated with pellagra. As soon as the 
patient shows evidence of distinct improvement, 
the dose of crystalline thiamin may perhaps be re- 
duced to 10 to 15 milligrams daily; but it is ad- 
visable to maintain large doses of thiamin and other 
portions of the vitamin B complex, in the form of 
food and of yeast and wheat germ. 


DEFICIENCY OF VITAMIN B (OTHER 
THAN THIAMIN ) 


The vitamin B complex consists of a variety of 
factors other than thiamin, such as riboflavin, the 
P-P factor (nicotinic acid ?), a filtrate factor, vita- 
min B,s, and others. However, so far only two 
members of the complex, namely, thiamin and the 
P-P factor, have been linked unquestionably with 
deficiency disease in man. (Table 6.) 
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THE ROENTGEN DIAGNOSIS OF DISEASES OF 


THE ILEOCECAL REGION OF THE 
GASTRO-INTESTINAL 
TRACT* 


By JoserH JELLEN, M.D. 
Los Angeles 


PART I 


INTRODUCTION 


"THERE are a large number of disease entities 
which characteristically affect, and show a spe- 
cial predilection for, the ileocecal region of the 
gastro-intestinal tract. The purpose of this com- 
munication is to present a topographical classifi- 
cation of these conditions, in an attempt to facilitate 
the roentgen diagnosis. The conditions which are 
noted in the ileocecal segment of the intestine pre- 
sent a varied symptomatology, and differentiation 
on a clinical basis alone is difficult. In many in- 
stances, the diagnosis rests ultimately on the roent- 
gen examination. The differentiation is particu- 
larly difficult in those instances where there is a 
history of pain in the right lower quadrant of the 
abdomen, associated with a palpable mass. Many 
of these conditions present a very similar roentgen 
appearance, and it is only by a consideration of all 
the possibilities, that we may hope to arrive at the 
proper diagnosis. In this regard, a topographical 
classification would seem to be of value. 


A CLASSIFICATION OF DISEASES AFFECTING 
THE ILEOCECAL REGION FROM THE 
ROENTGENOLOGICAL STANDPOINT 


I. Congenital Anomalies. 
(a) Transposition of the colon. 
(b) Anomalies of descent of the cecum. 
(c) Inverted cecum. 


II. Ileocecal Bands. 

(a) Congenital. 

(b) Adhesions (postoperative). 
III. Benign Tumors. 

(a) Fibroma. 

(b) Adenoma. 

(c) Papilloma. 

(d) Lipoma. 

(e) Angioma. 

(f) Myoma. 

(g) Carcinoid (argentaffine tumors). 

(h) Endometrial implants. 

(i) Mucous cysts. 


IV. Malignant Tumors. 
(a) Carcinoma. 
(b) Sarcoma. 


V. Specific Granulomas. 

(a) Ileocecal tuberculosis (primary and second- 
ary). 
1. Ulcerative. 
2. Hyperplastic. 

(b) Actinomycosis. 

(c) Amebiasis. 
1. Amebic colitis (localized or diffuse). 
2. Amebic granuloma. 


*From the Department of Radiolo of the Queen of 
Angels Hospital, Los Angeles. - ° 

Read before the Radiology Section of the Californi 
Medical Association at the sixty-seventh annual session, 
Pasadena, May 9-12, 1938. 
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VI. Nonspecific Granulomas. 

(a) Nonspecific ulcerative granulomas (acute, 
subacute, and chronic). 
1. Regional ileitis. 

(b) Inflammatory granulomas secondary to 
1. Appendicitis. 

2. Typhlitis. 
3. Cecal diverticulitis. 

(c) Peri-intestinal granulomas (secondary to 
perforations of the bowel, i. e., by fishbone 
or toothpick). 

. Lymphoblastoma. 

(a) Hodgkin’s disease. 

(b) Lymphosarcoma. 

(c) Follicular lymphoblastoma. 

Appendiceal Infections. 

(a) Appendicitis. 

(b) Fecaliths of the appendix (calcified). 

(c) Appendiceal abscess. 

(d) Mucocele of the appendix. 


. Intussusception. 
(a) Ileocecal. 
(b) Cecocolic. 
. Diverticulosis. 
(a) Diverticulitis of the cecum. 
. Mesenteric Adenitis. 
(a) Nonspecific. 
(b) Associated with appendicitis, ileitis, etc. 
(c) Tuberculous. 
(d) Calcified. 


. Localized Ulcerative Colitis (Proximal Colon In- 
volved). 
(a) Specific. 
1. Amebic. 
2. Tuberculous. 
(b) Nonspecific. 
1. Localized hyperplastic colitis. 
2. Ulcerative colitis associated with re- 
gional ileitis. 


CONGENITAL ANOMALIES OF THE COLON 


Congenital anomalies of the proximal colon are 
occasionally noted in the gastro-intestinal exami- 
nation. Nonrotation of the colon is found at times. 
More often, variations in the degree of descent and 
fixation of the cecum are observed. The changes 
noted often correspond to the habitus of the indi- 
vidual, and the large normal variation should be 
kept in mind before any symptoms are attributed 
thereto. 

ILEOCECAL ADHESIONS 


Adhesions in the ileocecal region may be either 
congenital or acquired. In the former category may 
be mentioned Lane’s kink. In this condition there 
is angulation and constriction of the terminal ileum, 
due to the peritoneal reflection from the cecum. 
Formerly, there was great stress placed on the re- 
lation of the condition to chronic intestinal stasis. 
In the great majority of cases, adhesions are ac- 
quired and postoperative in nature. Perforated 
appendicitis with local peritonitis is a common cause 
for adhesions in the right lower quadrant of the 
abdomen. Adhesions secondary to adnexal disease 
in the female is also encountered. The condition is 
manifest, clinically, by abdominal pain, distention, 
and vomiting. In other cases there is evidence of 
varying degrees of intestinal obstruction. 

The roentgen examination is of great value in 
the diagnosis. Loops of small intestine are matted 
together, and there is fixation noted during the 
roentgenoscopic examination. At times there is 
constriction of the terminal ileum with dilatation 
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of the intestinal loops proximal to the involved 
area. There is usually a delay in small intestinal 
motility, and a barium residue may be noted in the 
ileum as late as twenty-four hours after the in- 
gestion of the barium meal. A residue in the small 
intestine from nine to twelve hours after the in- 
gestion of the barium meal is suggestive of delay 
in small intestine motility. The normal variation in 
motility must be considered before attaching sig- 
nificance to the roentgen findings. 


BENIGN TUMORS 


Various types of benign neoplasms are found in 
the ileocecal region. Raiford? reported a series of 
forty-eight neoplasms of the small intestine situated 
in the ileum. The following types of benign tu- 
mors, in order of frequency, were found : adenoma, 
argentaffine tumors, lipoma, fibroma, myoma, hem- 
angioma, and accessory pancreatic tissue. These 
benign tumors are usually silent until they are fairly 
large in size, at which time they become manifest 
by intestinal obstruction. Benign intestinal polyps 
are occasionally found in the proximal portion of 
the colon, although they are found more often in 
the distal colon and rectum. These tumors, though 
benign in origin, are regarded as precancerous and 
potentially malignant. According to various sta- 
tistics, the incidence of cancer in intestinal polyps 
ranges between 25 and 50 per cent. Roentgeno- 
logically, these benign tumors appear as well de- 
fined, circumscribed, filling defects in the barium 
shadow. The double contrast enema is of great 
value in the demonstration of these neoplasms. 


MALIGNANT TUMORS 


Carcinoma of the cecum is seen quite often, 
whereas malignancy of the adjacent ileum is rather 
uncommon. According to statistics, carcinoma of 
the cecum comprises about 15 per cent, and carci- 
noma of the ileum about 3 per cent of intestinal 
cancers. Occasionally, carcinoma of the cecum in- 
volves the adjacent ileum by direct extension. 
Carcinoma of the cecum is most often of the poly- 
poid type, and the mass is usually palpable on 
physical examination. The tendency of these tu- 
mors to produce marked secondary anemia is well 
recognized. From the roentgenologic standpoint, 
these malignant tumors offer very little difficulty 
in diagnosis. The presence of an irregular filling 
defect in the cecum is quite characteristic. Ma- 
lignancy of the ileum is usually manifest by in- 
testinal obstruction. 


ILEOCECAL TUBERCULOSIS 


Intestinal tuberculosis may affect any portion of 
the gastro-intestinal tract. The disease, however, 
is most frequently present in the ileocecal region. 
Ulcerative ileocecal tuberculosis, secondary to ac- 
tive pulmonary lesions is well known. Hyperplastic 
intestinal tuberculosis is much less common than 
ulcerative type, and may, or may not be secondary 
to tuberculous lesions elsewhere in the body. The 
hyperplastic type is characterized by an annular 
thickening of the wall of the bowel, with resultant 
stenosis of the intestinal lumen. The most common 
symptoms are abdominal cramps and diarrhea. At 
times the clinical picture is that of an acute or sub- 
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acute intestinal obstruction. On physical examina- 
tion, a mass is very often palpable in the right lower 
quadrant of the abdomen. The roentgen findings 
in intestinal tuberculosis are characteristic, but not 
pathognomonic of the disease. In the ulcerative 
type, Stierlin’s sign is noted. There is irritability, 
spasm, and localized hypermotility in the involved 
segment of intestine, and very little barium is 
retained in this portion of the intestines. In hyper- 
plastic tuberculosis there is constriction and steno- 
sis of the lumen, with obliteration of the normal 
mucosal markings. Occasionally, filling defects are 
noted, the appearance of which may simulate carci- 
noma. 
ACTINOMYCOSIS 


Actinomycosis of the intestine is often noted in 
the cecum, and it is present in this location in ap- 
proximately 25 per cent of all cases. Pathologically, 
the cecum shows the same thickening as in the 
hyperplastic form of tuberculosis. Later, suppura- 
tion occurs, and the mass is replaced by a number 
of small abscesses in this region. The disease often 
spreads to, and perforates, the external abdominal 
wall, with the formation of chronic draining sinuses. 
The pus from the discharges contains the charac- 
teristic “sulphur granules,” in which the ray fungus 
is demonstrated. Secondary involvement of other 
abdominal organs, particularly the liver, also occurs. 
Clinically, these cases must be differentiated from 
regional ileitis, as this disease is also characterized 
by persistent abdominal fistulae. In actinomycosis 
the roentgen examination reveals contraction of the 
cecum, and filling defects when the process is more 
advanced. Differentiation from hyperplastic tuber- 
culosis and carcinoma of the cecum is difficult, and 
the ultimate diagnosis often rests on the demon- 
stration of the ray fungus in the discharges. 


AMEBIASIS 


Amebic infection of the intestine occurs in two 
types. In the first, there is an ulcerative colitis 
of specific etiology which commonly involves the 
proximal colon. At times, the process spreads and 
involves the entire colon. Occasionally, there is 
retrograde involvement of the terminal ileum. The 
cecum is involved in approximately 85 per cent 
of the cases. The second type is characterized by 
the formation of localized granulomatous masses, 
which are found most often in the cecum and in 
the flexures of the colon. Gunn and Howard? re- 
port three cases of amebic granuloma of the colon, 
two of which involved the cecum. In this type there 
is marked thickening of the wall of the intestine, 
as a result of the large amount of granulation tissue 
present. Clinically, there is usually a palpable mass 
in the abdomen. The disappearance of these granu- 
lomatous lesions has been observed, after the ad- 
ministration of specific therapy for amebiasis. The 
symptoms of the ulcerative type are identical with 
nonspecific ulcerative colitis. Examination of the 
stools reveals the presence of the vegetative forms 
or cysts of E. histolytica. In the hy perplastic type, 
diarrhea is often absent, so that carcinoma is usu- 
ally suspected. The roentgen appearance of amebic 
colitis is similar to the nonspecific type. The former 
should be suspected when the process is limited to 
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the proximal colon. In some cases the roentgen 
examination of the colon with the barium enema 
is negative, particularly in the early stage. In other 
instances, irritability and spasm of the intestines 
are the only positive roentgen findings. In the 
hyperplastic type there are filling defects in the 
barium shadow, the roentgen appearance of which 
may simulate carcinoma, 


(To be continued) 
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SELECTIVE ANESTHETIC PROGRAM: 
ITS DESIRABILITY * 


By Hatt G. Ho tper, M.D. 
San Diego 
Discussion by W. Le Roy Garth, M.D., San Diego; 


Edwin H. Kelley, M. D., San Diego; Charles F. McCuskey, 
M. D., Glendale. 


"THE proper conduct of the anesthetic is a prime 

factor in the uncomplicated and successful out- 
come of surgical treatment together with a care- 
fully planned and executed operation. We are 
indebted to the pharmacologist and anesthetist for 
the introduction of many new and efficient agents 
and improved methods of administration. These 
have broadened the field of anesthesia, so that a 
fundamental knowledge of the scope of each is 
necessary on the part of the surgeon if he is to 
provide the best agent for his patient. This selec- 
tion must not only take into consideration the type 
of surgical treatment contemplated, but also physi- 
cal, psychic and emotional handicaps. The surgeon 
has available the consulting or referring physician 
in evaluating complicating organic disease and 
emotional reactions of the patient toward the pros- 
pective operation. However, just as the physician 
who recommends a surgeon to the patient takes a 
definite responsibility in the eyes of the patient and 
his family, so the surgeon and not the anesthetist 
is held directly responsible for all details of the 
surgical procedure. Most patients are informed, 
in a general way, of the progress of anesthesia and 
for the most part the type of anesthesia must be 
discussed and at least tentatively decided upon, to- 
gether with facts concerning the operation, hospital 
accommodations, fees and other details of vital 
interest to him. The relation of patient and sur- 
geon is direct and personal as a result of careful! 
study and discussion of the problems of treatment 
involved. It is only fair to the anesthetist that the 
usual impersonal attitude toward his services be 
corrected and the function of the anesthetist as 2 
consultant be explained, and any suggestions for 
the betterment or safety of the anesthetic program 
be communicated to the patient. This, I believe, can 
best be done on admission of the patient to the 
hospital by a formal visit and consultation with the 


* Read before the Anesthesiology Section of the ou 
fornia Medical Association at the sixty-seventh annua 
session, Pasadena, May 9-12, 1938. 
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anesthetist, at which time he should correlate his 
findings with those listed from physician, surgeon, 
and laboratory. If he does not agree with the an- 
esthetic program outlined by the surgeon, mutual 
agreement on the best procedure may be arrived 
at and preparation commenced without further de- 
lay or upset to the patient. 

‘Having long been convinced of the desirability 
of varying the anesthesia to suit the individual cir- 
cumstances, I reviewed the types of anesthesia em- 
ployed in one thousand consecutive major oper- 
ations in my private practice. This revealed that 
9 per cent were given open ether, 25 per cent gas, 
oxygen, ether series, 11 per cent avertin basal (sup- 
plemented usually with nitrous oxid or ethylene 
and occasionally combined with ether or, in a few 
instances, with open ether), 9 per cent nitrous oxid 
alone, 12 per cent with ethylene alone, or a total of 
21 per cent with these gases alone; 32 per cent 
spinal and 2 per cent local, including any other type 
of regional anesthesia. 


With the present latitude of anesthetic procedure 
and its attendant advantage to patient and surgeon, 
empiric insistence on one anesthetic procedure by 
either anesthetist or surgeon is unprogressive. 
Observation would indicate that anesthetists favor 
inhalation anesthesia, while surgeons incline to- 
ward regional anesthesia where there is no contra- 
indication to its use. However, there should be no 
divergence of opinion because both have their dis- 
tinct place. 

INHALATION ANESTHESIA 


Preoperative medication is routinely used, and 
[ believe that split doses of barbiturates the night 
before and the morning of operation, with the usual 
dosage of morphin, or one of the newer derivatives 
with atropin or scopolamin, is standard procedure. 


The proper technical administration of inhala- 
tion anesthesia has no interest for the surgeon. It 
is important for him to be conversant with the four 
planes of anesthesia, as in the average operation 
requiring one hour, perhaps only five or ten min- 
utes need be third-plane anesthesia; so that by 
mutual understanding between anesthetist and sur- 
geon unnecessary and prolonged deep anesthesia 
may be avoided, with distinct benefit to the patient. 
Anesthetists, by their use of the intratracheal 
catheter, have produced quieter and smoother an- 
esthesia for upper abdominal surgical procedures. 
Likewise, by the use of a basal anesthetic such as 
avertin difficult upper abdominal procedures re- 
quiring adequate anesthesia to perform a careful 
nontraumatizing operation is very helpful. More 
recently evipal soluble has been used and has the 
advantage over avertin of simplicity of prepara- 
tion and administration with less toxicity. Both, in 
producing a satisfactory basal state, reduce the 
amount of supplementary anesthetic by one-third 
or even one-half. My patients uniformly praise 
avertin basal anesthesia ; and if they have had previ- 
ous anesthetics are unanimous in their opinion that 
the onset of anesthesia while lying in bed prior to 
leaving their room is far superior to any other type 
of induction. Obviously, this is the method of 
choice in apprehensive and nervous individuals and 
the one which I use in this type of patient if possi- 
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ble. Also, the continued period of analgesia follow- 
ing operation allows these patients, in most in- 
stances, to completely recover from any initial pain 
or shock as a result of the operative procedure 
before they regain full consciousness. 


Even with adequate preparation not infrequently 
a patient tolerates an inhalation anesthetic poorly. 
The mistake is made by the anesthetist in delaying 
the change to a better-tolerated one, it being a 
matter of pride with some anesthetist that they can 
anesthetize any patient under any circumstance 
with one agent or method. It is obvious that it is 
unwise to push any type of anesthesia beyond its 
limitations. This particularly applies to the use of 
gases alone in attempting adequate anesthesia for 
intra-abdominal procedures. When this is attempted 
without associated basal anesthesia, the end-result 
is insufficient relaxation to permit adequate ex- 
posure without undue trauma, a poor anesthesia, 
and a poorly done operation. The worst feature 
of the anesthesia is the necessity on the part of the 
anesthetist to increase the concentration of gas in 
a vain effort to obtain adequate relaxation to the 
point of resultant cyanosis. There seems to be good 
evidence that the narcotic action of nitrous oxid is 
enhanced by some degree of anoxemia. Inasmuch 
as it must be given in high concentration, the ad- 
ministration is frequently accompanied by cyano- 
sis. It is appreciated that there is a difference of 
opinion among good anesthetists whether any clini- 
cal cyanosis in gas anesthesia is harmful ; but as far 
as my own patients are concerned, I prefer to ad- 
here rigidly with those claiming any degree of 
clinical cyanosis bad practice and unnecessary to 
proper administration. My conviction in respect to 
this point of view has not been lessened by the 
several reports of severe degeneration of the brain 
with subsequent death following nitrous oxid and 
cyclopropane anesthesia. Two recent reports by 
Gebauer and Coleman,’ and O’Brien and Steeg- 
man,” detail cases of cerebral necrosis with death 
in the first instance with cyclopropane, and the 
second, nitrous oxid, in which there was no clinical 
cyanosis. Courville,’ in discussing the pathogenesis 
of cerebral necrosis in this connection, points out 
that the weight of opinion supports asphyxia as the 
cause rather than any toxic or narcotic action of 
the gas. Further emphasis of this point is had by 
a clinical death from this syndrome in my own 
practice. The patient, an elderly woman, took a 
very poor nitrous oxid anesthesia, as evidenced by 
periods of cyanosis subsequent to periods of tempo- 
rary arrest of respiration. Postoperative clinical 
evidence of cerebral damage, which, unfortunately, 
we could not confirm by autopsy, was failure to 
regain consciousness, muscular twitchings, convul- 
sive seizures, profound restlessness and hyperther- 
mia, death resulting in five days. 


The value of these agents has been demonstrated 
beyond doubt, but the importance of careful ad- 
ministration and a knowledge of their limitation 
is equally vital to all concerned. The value of 
versatility and adjustments of agents, or combi- 
nation of agents or methods, to physical or psy- 
chic tolerance on the part of the patient is equally 
important. The value of basal anesthesia and im- 
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proved methods of technique, such as the intra- 
tracheal catheter for upper abdominal, and head 
and neck surgery, especially in the presence of fire 
hazards, needs no further comment. 

My experience with intravenous agents has been 
limited to short procedures. It is entirely safe with 
careful administration, and is of definite advantage 
because of the prompt return to consciousness with- 
out nausea and vomiting. Patients should not be 
dismissed until entirely recovered or properly at- 
tended. Its simplicity makes it very useful for 
office cases, and its freedom from fire hazard is 
helpful in cases requiring high-frequency cutting 
or the cautery. 

SPINAL ANESTHESIA 


As noted, spinal anesthesia was employed in 32 
per cent of cases. It is an established fact that it 
provides the most ideal conditions for the technical 
performance of surgical procedures. Further, it is 
acknowledged to be the anesthetic of choice in a 
number of surgical conditions, provided there are 
no contraindications to its use. 


Fourteen years’ observation of many hundreds 
of spinal anesthesias provides a knowledge of only 
two deaths from this agent, one directly due to the 
anesthetic and the other to coronary thrombosis 
confirmed at autopsy, possibly precipitated by the 
anesthetic. No other residual sequelae or compli- 
cations have come to my attention. It is, there- 
fore, disturbing from time to time to read reports‘ 
of clinical changes in the nervous system, and of 
associated sequelae and complications following 
spinal anesthesia. If these have occurred in my 
practice, they have gone unrecognized by the patient 
and myself. The only conclusion I can reach—if 
such reports are authentic, which they undoubtedly 
are—is that gross error in technique must be re- 
sponsible for their occurrence. Likewise, Davis 
et al.5 reported persistent changes in the structures 
of the spinal cord of dogs, to which had been ad- 
ministered varying doses of spinal anesthetic agents 
through a ninety-day period. These changes were 
given as inflammatory reaction in the leptomen- 
inges, passive changes in the ganglion cells, swell- 
ing and fragmentation of the axis cylinders, and 
degenerative changes in the fiber tracts of the cord. 


Although there were no clinical manifestations 
of such changes in my patients, I felt such findings 
were a serious indictment of spinal anesthesia and 
undertook to confirm these histologic studies, using 
a total of twenty-two dogs. I was not interested in 
the reaction of the structures in the cord to massive 
doses of the various agents, but rather the reaction 
to a comparable dose given man. We were unable 
to do accurate and atraumatic spinal puncture in 
the dog, as Davis and his associates so resorted to 
laminectomy in each instance. Two animals de- 
veloped wound infections and were discarded and 
two were used as controls. Six dogs, varying in 
weight from 8 to 24 kilograms, were given, in the 
lumbar region, from 15 to 45 milligrams of dis- 
solved novocain crystals, using spinal fluid, and de- 
stroyed from four to thirty days, the cords carefully 
removed and fixed in Muller’s solution. A second 
series of six dogs, varying in weight from 14 to 24 
kilograms, were administered by the same tech- 
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nique amounts of nupercain, varying from 0.4 to 
0.7 cubic centimeter, and destroyed at similar inter- 
vals. The third group of six dogs, varying in 
weight from 8 to 45 kilograms, received, by a 
similar method, doses of from 0.3 to 0.6 cubic 
centimeter of a mixture of 50 milligrams of novo- 
cain and 2 cubic centimeters of nupercain, the cords 
being removed at intervals, as in the other series. 
This latter combination was studied because of my 
interest and report® of its advantage in obtaining 
faster onset of anesthesia when nupercain was em- 
ployed. The segments of the cord were treated 
with Marchi stain for detection of myelin sheath 
degeneration, and hematoxylin-eosin for general 
configuration and meningeal examination; Nissl 
stain for nerve cells and cytoplasmic granules; 
Bielschowsky silver stain for collogen fibrils, axis 
cylinder and dendritis; Weirgert-Pal stain for 
medullary sheath; and Weirgert stain for fibrin 
and glia fibers. These sections, taken at different 
levels throughout the cord, were examined by Dr. 
Earl Meyers, who was associated with me in this 
work. Any controversial sections were submitted 
to others for opinion, and it was their combined 
report that no pathological changes were present in 
the structures of the cord as a result of these thera- 
peutic doses. It is to be remembered that nuper- 
cain is reported to be many times more toxic than 
novocain, although in the therapeutic doses used, 
no toxic effects could be demonstrated. 


Koster,’ using frogs because of the simplicity of 
injecting the urostyle without trauma, administered 
sublethal doses of novocain to 528 frogs. These 
animals were then destroyed from one hour after 
administration at regular intervals up to one hun- 
dred days, and similar histologic studies made of 
the spinal cord. He noted transitory changes in the 
structures of the cord, which began to regress in 
six hours and entirely disappeared in twenty-four 
hours. In the same report Koster relates the simi- 
lar examinations of six human spinal cords of 
patients dying of other causes, following the ad- 
ministration of spinal anesthesia. The time interval 
following anesthesia in these cases was 22, 36, 96, 
144, 192, and 816 hours. In no instance was there 
any demonstrable histologic change from the nor- 
mal, Similar confirmation of Koster’s findings is 
to be had in the works of van Lier,’ Wassildo,® Bab- 
cock,’® Pitkin,"? and Lundy, Essex and Kernohan.* 

From clinical observation and histological ex- 
amination of animal and human spinal cords, we 
can conclude without reservation that spinal an- 
esthesia is devoid of injury or sequelae if properly 
administered. 

In preparation for spinal anesthesia I use the 
same combination of drugs as for inhalation an- 
esthesia, with the addition before administration 
of ephedrin to minimize blood-pressure fall. If it 
is then advisable to supplement with one of the 
gases, because the patient objects to the conscious 
state or the spinal anesthesia is not adequate, this 
can be done immediately. If it is important or 
desirable from a surgical standpoint to use spinal 
anesthesia, one need not fear the combination of 
inhalation agents for the comfort of the patient at 
any time during the course of the operative pro- 
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cedure. The idea that, because patients have had 
a satisfactory spinal anesthesia, they must endure 
fatigue, aprehension and psychic trauma through 
their experience and surroundings is unfeeling. 
I therefore purposely supplement a large percent- 
age of my spinal anesthesias with narcotic doses of 
the gases, knowing the patient is comfortable at 
the same time having the superior effect of the 
spinal for the surgical problem at hand. In this 
enlightened age of anesthesia our patients expect, 
and have a right to demand, comfort and freedom 
from pain regardless of the surgical condition. In 
this connection, to those patients to whom I recom- 
mend spinal anesthesia, I emphasize the fact that 
administration is absolutely painless. Therefore, 
the anesthetist must be thoroughly conversant with 
principles of spinal anesthesia and perform a pain- 
less, accurate and speedy spinal puncture. 


The only postoperative morbidity that has been 
noted following spinal anesthesia is an occasional 
headache. These, with improved technique, have 
been reduced to a minimum of late years. As a 
matter of fact, the incidence of headache is as 
great, or greater, after inhalation anesthesia, par- 
ticularly the gases, than following spinal anesthesia. 
Furthermore, the spinal headache may be relieved 
immediately by the simple intravenous injection of 
caffein sodium benzoate. 


SUMMARY 


1. The limitations of gas anesthesia are discussed 
and the hazards of cyanosis and anoxema stressed. 

2. The psychic and practical advantage of rectal 
basal anesthesia is given. 

3. The case for spinal anesthesia is presented 
and proof of its safety and freedom from sequelae 
with proper administration detailed. 

4. The desirability of a careful individualization 
of patients in respect to anesthetic agents employed, 
considering psychic as well as physical status, is 
the principal theme. The closest codperation of 
surgeon and anesthetist to provide maximum com- 
fort to the patient consistent with the best end- 
result of surgical therapy should be the goal of 
both. 

1107 Medico-Dental Building. 
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DISCUSSION 


W. Le Roy Gartu, M.D. (233 A Street, San Diego). — 
Doctor Holder is to be complimented for having thought 
enough about this problem to write a paper on the sub- 
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ject. Many surgeons let habit get the best of them and 
allow themselves to fall into a rut regarding the proper 
selection of anesthesia for the individual patient. Anes- 
thetists, themselves, easily develop bad habits in this re- 
spect, and should be properly grateful to a surgeon who 
refuses to let them do so in respect to his patients. How- 
ever, they must disagree with Doctor Holden when he 
says that “the surgeon and not the anesthetist is held 
directly responsible for all details of the surgical pro- 
cedure.” This fallacy dates back, we believe, to the days 
of technician-administered anesthesia, when the surgeon 
really did have to superintend the administration of the 
anesthetic, and when he really did have to take the blame 
when things went wrong. We contend that the modern 
physician anesthetist should certainly be expected to re- 
lieve the surgeon of most of this burden and, if it comes to 
a showdown and there is a death on the table, the anesthe- 
tist must perforce be held equally responsible, with the 
surgeon and with the internist, for what has happened. 

Regarding the types of anesthesia used in Doctor 
Holder’s one thousand cases, it should be noted that this 
series extended over a period of several years, and that 
the proportions of the different types used at present would 
vary considerably from this list. The principal changes 
perhaps would be in the rapidly increasing use of cyclo- 
propane, the practical abandonment of open ether, and in 
a considerable decrease in the percentage of spinal anes- 
thesia used. In place of avertin, sodium evipal is used 
rectally as a basal anesthetic with increasing frequency. 

Doctor Holder’s insistence on the avoidance of cyanosis 
in connection with gas anesthesia has been, I believe, a defi- 
nite factor in improving anesthesia practice in this locality. 
Momentarily, at least, cyanosis may be unavoidable, but 
the deliberate administration of a mixture of gases low in 
oxygen content should never be tolerated. Fortunately, 
there has been little temptation to do this since the advent 
of cyclopropane. 

As indicated by Doctor Holder’s experiments, and those 
of Koster and others, the possibility of lasting injury to 
the spinal cord in connection with spinal anesthesia is ex- 
tremely remote. So remote, in fact, as to be in a class with 
the explosion hazard in connection with the use of ethylene 
and cyclopropane. The open-minded surgeon and anesthe- 
tist properly evaluate the slight risk involved in using these 
agents and methods, as compared with the tremendous ad- 
vantages obtained, and insist on using them when indicated. 


2 
we 


Epwin H. Kettey, M.D. (1205 Medico-Dental Build- 
ing, San Diego).—Doctor Holder speaks of a formal visit 
and consultation with the patient on his admission to the 
hospital and an anesthetic program decided upon. This, 
we believe, is very important because no one is more aware 
of the merits and limitations of the various types of anes- 
thetics than is the anesthetist. Past experience has taught 
him the futility of giving nitrous oxid when cyclopropane 
is clearly indicated. Furthermore, most patients are more 
apprehensive concerning the anesthetic than the actual 
surgery. 

We routinely use avertin, evipal or paraldehyd rectally 
in preoperative preparation. When avertin is used, 80 milli- 
grams or less is given forty-five minutes before surgery, 
preceded by morphin sulphate, grain 1/6, and atropin, grain 
1/150, fifteen minutes sooner. With paraldehyd, one cubic 
centimeter for every eight pounds of body weight in double 
the amount of olive oil is given two hours before surgery. 
One hour before surgery, the hypodermic is given and this 
consists of morphin sulphate, grain 1/6, and scopolamin, 
grain 1/150. An advantage of the latter is that the patient 
is Sleepy nearly all day and is unaware of the elimination 
of the anesthetic agent. Nausea is much less common with 
this type of procedure. The Navy surgeons, in addition to 
either of the above methods, give prostigmin, ampoule 1/1 
by hypodermic two hours before surgery. As a postopera- 
tive procedure they give glycerin, 5 cubic centimeters, by 
mouth every four hours for five days to prevent distention 
and supplement this with prostigmin, ampoules 1/1, every 
four hours for five doses in the most stubborn cases. 

We use nitrous oxid only for induction, later changing 
to cyclopropane or ethylene, unless a cautery or radial knife 
is used, at which time nitrous oxid is used throughout. An 
added precaution of removing the ether jar and rinsing 
the rubber bag on the machine with water before the 
cautery is used is an aid in guarding against explosions. 
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Of the intravenous agents, pentothal sodium is preferable 
to evipal. However, when either is used in the office, not 
more than .5 gram should be used. Upward of this should 
be a hospital case. If either of these are to be used at the 
County Hospital, the patient is admitted for at least twenty- 
four hours and closely observed during the period follow- 
ing surgery. In one case there, a gunshot wound when 
the entire lower jaw, half the tongue and glottis were shot 
away, we used pentothal for three hours and ten minutes. 
Normal saline was started intravenously and the pentothal 
injected through the rubber tubing as needed. Nearly four 
grams were used. 

Doctor Holder mentions Doctor Davis, who reported 
persistent changes in the structures of the spinal cord fol- 
lowing spinal injection. We presume he means Loyal 
Davis, head of the Department of Surgery at Northwestern 
University. As a result of his experiments on dogs, spinal 
anesthetics in any form are forbidden in Passavant, the 
University Hospital. This seems absurd. We do feel a 
spinal should be given by an anesthetist who has the equip- 
ment, gas or carbogen, should the spinal prove ineffective 
or the surgical procedure carry beyond the time allotted 
a spinal. Ethylene added to a spinal before the skin incision 
is made is ideal. 


2 


Cuartes F. McCusxkey, M.D. (1561 Puebla Drive, 
Glendale ).—Speaking from the viewpoint of an anesthetist, 
I should like to congratulate Doctor Holder on the variety 
of anesthetic procedures which he uses. It is certainly a 
great improvement over the program of many surgeons 
who adhere to the use of one anesthetic agent and method 
regardless of the type of operation or physical condition 
of the patient. 

In our own practice, in addition to the variety of pro- 
cedures enumerated by Doctor Holder, we have found re- 
gional block, alone or combined with gas or avertin, of 
value. Thyroid operations on the exophthalmic type or 
extremely toxic adenomas frequently do better with avertin 
plus local than with local alone. Abdominal field block for 
intra-abdominal operations on patients that appear too sick 
for spinal or peridural anesthesia will enable the anesthetist 
to produce sufficient relaxation without resorting to deep 
surgical anesthesia. Ethylene can be used for these cases 
without producing cyanosis or the addition of ether, but 
my own preference is cyclopropane. 

It is well to keep in mind that the chief function of the 
blood is to carry oxygen to the tissues. In the presence of 
a low hemoglobin the oxygen carrying power is decreased. 
During spinal anesthesia the tidal exchange may be reduced 
from 40 to 60 per cent. Such patients should be watched 
carefully and given oxygen at the first sign of cyanosis. 

Proper selection of the anesthetic agent and method of 
administration to suit the needs of each individual patient 
will undoubtedly reduce postoperative morbidity by twenty- 
four to forty-eight hours. 


NUCLEUS PULPOSUS RUPTURE: 
LEGAL-INDUSTRIAL ASPECTS * 


By Epmunp D. Leonarp, J.D. 
San Francisco 


NDUSTRY’S liability, under the California 

Workmen’s Compensation laws, where em- 
ployees suffer ruptures of the nucleus pulposus, is 
not yet clearly determined. It will be definitely 
ascertainable in the future in direct ratio to the 
development and certainty of medical knowledge 
of the causes, the necessary treatment and the dis- 
abling effects of such ruptures. But it is possible 
now to state what the probable liability of industry 
will be under certain circumstances and to point out 
in this manner the legal problems which are now 
presented and which will arise in the future. 


* Read before the Industrial Medicine and Surgery Section 
of the California Medical Association at the sixty-seventh 
annual session, Pasadena, May 9-12, 1938. 

Paper by invitation. 
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ACCEPTED INTERPRETATIONS 


Where an employee receives a traumatic injury) 
which in and of itself causes disability without pre- 
existing disease or degeneration playing any part, 
the employer is liable for the entire disability re- 
sulting and for all medical treatment reasonably 
required to relieve the disability. But where injury 
is superimposed on a diseased or degenerative con- 
dition the employer is not entirely liable for all 
disability, but only for the disability attributable 
to the injury as distinguished from that attributable 
to disease. An employer is not liable for disability 
which is not due to industrial injury. He is not 
liable for disability due to the wear and tear of ordi- 
nary life, or to nonindustrial infection, degener- 
ation or disease resulting gradually or immediately 
merely because such disability occurs while the 
employee is at work. 

However, the law holds that an employer takes 
a man as he finds him. It does not assume that 
every employee is a perfect physical specimen. Ii 
an individual below par suffers an injury which 
would not disable a more robust man, and it yet 
does disable the subnormal individual, the employer 
is, nevertheless, liable. Thus it is that where in- 
dustrial injury aggravates a preéxisting disease or 
a preéxisting diseased condition so as to cause dis- 
ability, the employer is held liable for such pro- 
portion of the disability as is attributable to the 
aggravation. 


AGGRAVATION OF PREEXISTING DISEASE 


This liability for disability consequent on aggra- 
vation of preéxisting disease must be considered 
from two standpoints: first, as to temporary dis- 
ability ; and, secondly, as to permanent disability. 

During the time the employee is temporarily 
disabled as the result of the aggravating injury, 
the employer must pay him compensation for his 
lost wages. He must also furnish him all neces- 
sary medical treatment reasonably required to cure 
and relieve him of the aggravating effects of the 
injury. If, then, after all reasonable medical treat- 
ment required (because of the injury) has been 
furnished, the employee has been returned to the 
same approximate condition as would have existed 
in absence of the injury, the employer has no fur- 
ther liability. 

However, if the injury, superimposed on the pre- 
existing condition, leaves a lasting or permanent 
disability greater than would have existed in ab- 
sence of the injury, then the employee is entitled 
to monetary compensation for that proportion of 
his permanent disability attributable to the injury. 
But he is not entitled to disability benefits for that 
proportion of any permanent disability he may have 
which is solely attributable to preéxistent disease 
uninfluenced by injury. 

The liability of an employer to furnish medical 
treatment is in all cases limited to the furnishing 
of only such medical treatment as is reasonably 
required to cure and relieve from the effects of 
industrial injury. 


CLASSIFICATION INTO THREE GROUPS 


The foregoing principles take into account three 
possible classes of cases: 
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1. Where disability results solely by reason of 
traumatic injury. 

2. Where disability results by reason of a trau- 
matic injury superimposed on preéxisting disease 
or degeneration. 

3. Where disability results solely by reason of 
the natural progression of disease or of a degenera- 
tive process. 

Whether cases involving rupture of the nucleus 
pulposus can be divided into these three classifi- 
cations and, if they can, the factors upon which 
individual cases are to be allocated to one classifi- 
cation rather than to another, is the principal 
medico-legal problem involved. Secondarily, where 
it is found that industrial injury is partially or 
entirely responsible there is the question as to the 
nature and extent of medical treatment which must 
be afforded by the employer to cure and relieve 
from the effects of the injury. Lastly disability, 
both temporary and permanent, must be evaluated 
in cases where injury is a causative factor. 


REASONS FOR CLASSIFICATION 


In presenting to the medical profession the 
question of whether ruptures of the disc should 
be classified as industrial, partially industrial, or 
wholly nonindustrial, the attorney dealing with 
these cases is induced to ask the question by reason 
of some or all of the following facts: Within the 
last two years disabilities due to these ruptures 
have formed the basis of numerous claims pre- 
sented to employers and their insurance carriers, 
with few, if any, such claims having previously 
been made. Investigation of these claims often 
fails to develop any definite history of trauma or 
injury, or a history of only minor strain or trauma. 
Considerable time may have elapsed between the 
injury claimed and the onset of disability, as so 
often happens in cancer cases where after diag- 
nosis is made the patient then recalls a forgotten 
or unimportant injury as the causative factor. 
Previously, and coincident with the presentation 
of these claims, there have been a great number of 
claims presented involving severe injuries to the 
spine, with shock, fracture compression and dis- 
tortion, although few, if any, of these have in- 
volved injury or destruction of the intervertebral 
disc. In the discussion of disc-injury cases cur- 
rently presented with various physicians treating 
them, claims men and attorneys have been advised 
that, although there has been but limited research 
in this country, foreign investigation has shown 
postmortem evidence of disc rupture in many spines 
with no history of trauma. If, then, certain of 
these ruptures are wholly traumatic, if certain ones 
result merely from minor trauma to a previously 
diseased disc, and if others are due solely to pro- 
gressive degeneration, it is important to establish 
these several facts before legal liability can be 
determined. 

FIRST GROUP 

Where there is a severe trauma with immediately 
resultant disability, and a ruptured disc is found 
to be the cause of such disability, there can be little 
question that industry is responsible for the medi- 
cal treatment necessary to relieve the disabling con- 
dition and for monetary benefits to the employee 
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while he is temporarily disabled. In such a case of 
severe injury and immediate disability the burden 
would certainly be upon the employer to show 
that the employee suffered some preéxisting dis- 
ease contributing to the disability as a causative 
factor. Even then the liability of the employer 
would be reduced, if at all, only as to any perma- 
nent disability the employee might have, after all 
reasonable medical treatment had been rendered. 
But “severe trauma’? means just that; not some 
normal or slightly unusual occurrence magnified to 
form the basis of a claim. 


SECOND GROUP 


Where a minor strain or trauma immediately 
precedes disability, and a ruptured disc is found 
to be the cause of such disability, then there is doubt 
as to whether there is any industrial liability and, 
if there is, the extent of such liability. The cer- 
tainty and adequacy of the trauma should first 
unquestionably be established. It should be some- 
thing more than an ordinary bodily movement or 
bodily contact without any added strain or trauma 
due to the peculiar requirements or hazards of the 
employee’s work. If the adequacy of the injury 
immediately preceding the disability is established, 
the presumption would be that it was probably a 
contributing causative factor in producing the rup- 
ture. If it is established as such, the employer 
would be required to furnish all medical treatment 
reasonably required to cure and relieve from the 
effects of the injury. 

Once all reasonable medical treatment was ren- 
dered, should the employee have persisting perma- 
nent disability it would be necessary to determine 
whether this permanent disability was greater than 
any he would have had in absence of the injury. 
To determine this it would be necessary to know 
what, if any, abnormal pathology existed prior to 
the injury, and would later have existed in absence 
of the injury ; in other words, whether the ruptured 
disc was diseased or degenerated and, if so, to what 
extent at the time the injury was sustained. If it 
was diseased, had the employee a vulnerable back 
which should not have been subjected to excessive 
flexion or strain? Is his back any worse after in- 
jury and treatment than it would have been had he 
not been injured? If he has merely received con- 
servative treatment, has his spine returned to the 
same condition as previously existed? If he has 
had a laminectomy, a fusion, or both, is his perma- 
nent condition better, the same, or worse than it 
would have been in absence of the injury and the 
surgery? 

If his condition is no worse, then the employer 
should not reasonably be held for any permanent 
disability. For example, if an employee with de- 
generated discs should not do work involving lift- 
ing, bending or twisting, and such work would 
probably result in disability, his condition would not 
be impaired by a laminectomy and fusion, giving 
him a painless but partially rigid spine. In fact, 
in such instance he would probably be better off 
as to working ability, and the diseased condition 
would be eliminated as well, excluding the proba- 
bility of future total incapacity due to its natural 
progression. 
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The nature and extent of medical treatment to 
be rendered in the event of a disc rupture due to 
injury is a question only of what is reasonable: 
whether it be conservative or surgical and, if the 
latter, the extent thereof, whether laminectomy or 


fusion or both. 
THIRD GROUP 


The third possible classification involves those 
cases which are nonindustrial or not attributable 
to injury ; those cases where rupture occurs merely 
because of the progression of a diseased condition 
or degeneration of the disc. The mere fact that this 
rupture may occur on the job while the employee 
is doing his usual work would not entitle him to 
any benefits, monetary or medical. These cases 
would of necessity be distinguished by the absence 
of any adequate immediate injury and by the 
presence of degenerative pathology. Whether the 
former (the inadequacy of injury) would establish 
the latter (the presence of disease) is a consider- 
ation to be taken into account. Certainly, to a lay- 
man’s mind the occurrence of rupture in absence 
of apparently adequate injury would point to a 
degenerative process as the sole causative factor. 

But it will be important to affirmatively establish 
the presence of disease or degeneration in these 
cases apart from the history or absence of history 
of injury. This is particularly true where disability 
follows a doubtful or minor trauma. It is obvious 
that a patient’s history, with the liability of the 
employer dependent on it, will often be open to 
serious question. Hence, if the diseased condition 
can be demonstrated by x-ray, clinically, surgically, 
or pathologically apart from and independent of 
the history, it will be of the utmost importance. 
History of severe trauma can often be woven out 
of whole cloth without possibility of contradiction. 
Normal acts and occurrences which would pass en- 
tirely unnoticed by an employee and his coworkers 
will, due to natural human reactions, assume monu- 
mental importance if the employee becomes dis- 
abled at or subsequent to the time they occur. If, 
therefore, reliable standards of diagnosis to deter- 
mine the presence or absence and the degree of 
degeneration can be established apart from history, 


the major portion of the problem will be solved. 
220 Bush Street. 


ACTIVE INTERSTITIAL KERATITIS OF LATE 
PRENATAL SYPHILIS: ITS 
TREATMENT* 


By C. Russett Anperson, M.D. 
AND 
Warren A. Witson, M.D. 
Los Angeles 


Discussion by Harold F. Whalman, M.D., Los Ange- 
les; William A. Boyce, M. D., Los Angeles. 


NTERSTITIAL keratitis is one of the most 
distressing, and one of the most common mani- 
festations, of late prenatal syphilis. That it can be 
prevented is shown by the Codperative Clinical 
Group,’ who found that, among 243 patients ade- 


* From the departments of Dermatology and Syphilology 
ona of treme of the Los Angeles County Genera 

ospital. 

A preliminary report with special reference to the use of 
malarial treatment. 

Read before the Dermatology and Syphilology Section of 
the California Medical Association at the sixty-seventh 
annual session, Pasadena, May 9-12, 1938. 
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quately treated for prenatal syphilis (with at least 
sixteen injections of an arsenical and thirty-one in- 
jections or weeks of rubs of heavy metal) before 
the onset of interstitial keratitis, only five (or 2.1 
per cent) subsequently showed it. On the other 
hand, of 884 patients with untreated syphilis, 314 
(or 36 per cent) sought treatment because of inter- 
stitial keratitis. 


THE THERAPEUTIC PROBLEM 


Once that interstitial keratitis manifests itself, 
the syphilologist and the ophthalmologist are faced 
with a therapeutic problem. Should they treat 
the patient with routine intensive therapy with the 
arsenicals and heavy metals, or should they supple- 
ment this with nonspecific therapy, such as intra- 
uiuscular injections of boiled milk, intravenous 
injections of typhoid-paratyphoid vaccine, malaria 
or artificial fever? The fact that nonspecific therapy 
is so widely used in the treatment of interstitial 
keratitis is an expression of the dissatisfaction of 
many with the usual chemotherapy. 

Nonspecific Therapy.—Nonspecific therapy, with 
boiled milk or typhoid-paratyphoid injection, is 
well known and an accepted procedure in resistant 
keratitis.»* Malaria has been successfully used 
since 1928 by Schreiber,’ Marchesani,* Albrich,® 
Kundratitz,® Granstrom,’? Miller,2 and Dennie, 
Gilkie and Pakula.? In 1934 Ambler and Van 
Cleve*® reviewed the literature on the use of ma- 
larial therapy, and reported the use of malaria, in 
seventeen cases of interstitial keratitis during a six- 
year period, with gratifying results. They felt that 
malaria possessed a distinct advantage over any 
known treatment. In their series two cases suffered 
relapses—one a month after malarial therapy with 
rapid response to typhoid-paratyphoid injections, 
and the other two months after malaria therapy and 
responding to three injections of boiled milk. Five 
of their patients had only one eye involved when 
malarial therapy was instituted; in none did the 
other eye become involved. Cole? also has recently 
recommended malaria, especially in old resistant 
keratitis. 

Chemotherapy.—On the other hand, Stokes,™ 
Carvill and Derby”? and Carvill,?* Robinson,'* and 
the Codperative Clinical Group* have reported sat- 
isfactory results with chemotherapy. Moore," al- 
though having no personal experience with non- 
specific measures, believes that those who resort to 
nonspecific therapy do so because of their failure to 
make the antisyphilitic treatment intensive enough. 

Authors’ Procedure.—Impressed with the report 
of Ambler and Van Cleve,’® and dissatisfied with 
the usual chemotherapeutic procedure in the treat- 
ment of interstitial keratitis, beginning in July, 
1936, we added malarial therapy to our armamenta- 
rium, along with intravenous typhoid-paratyphoid 
injections. Since then, we have administered fever 
therapy to twenty-two patients, sixteen of whom 
received malarial therapy and six intravenous 
typhoid-paratyphoid injections. 

The youngest patient was four years of age and 
the oldest forty-four years of age. There was one 
patient in the first decade, sixteen in the second, 
two in the third, two in the fourth and one in the 
fifth decade. Fifteen of the patients were women 
or girls, and seven were men or boys. There were 
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thirteen Mexicans, five Negroes, three whites and 
one Chinese. 

Six of the twenty-two (or 27.2 per cent of the 
patients) had negative serologic reactions of their 
blood. This immediately suggests that all indi- 
viduals with latent prenatal syphilis, regardless of 
the serologic reaction of the blood, should have 
treatment, probably as outlined by the Cooperative 
Clinical Group, for acquired late latent syphilis. 
No patient had clinical evidence of neurosyphilis, 
although two had positive spinal fluids of meningo- 
vascular type. All had some stigma of prenatal 
syphilis, although only sixteen had Hutchinsonian 
incisors. Only three of the patients had had anti- 
syphilitic treatment before the onset of the inter- 
stitial keratitis, and all of it extremely inadequate. 


Under the classification of the Codperative Clini- 
cal Group,’ the time limit for acute lesions is set at 
two months or less, and chronic lesions are classi- 
fied as active manifestation of duration longer than 
two months. The Cooperative Clinical Group’ 
found that the acute stage of interstitial keratitis 
usually responded to the first few injections of 
arsphenamin and to treatment with a heavy metal. 
There immediately arises the question as to whether 
our use of fever therapy is justified in cases of acute 
interstitial keratitis ? On examining our twenty-two 
cases, we found that seven were seen in the acute 
stage, and antisyphilitic treatment with arsphena- 
min and heavy metal instituted. Six of these 
received continuous antisyphilitic treatment for 
periods of from two to six months without relief 
before fever therapy was instituted, and during this 
interval there was involvement of the second eye in 
three cases. The seventh patient had three relapses 
during a four-year interval, in spite of vigorous 
treatment, and negative serologic reaction on the 
blood. Incidentally, all seven responded immedi- 
ately to fever therapy. Six were given malarial 
therapy, and one—a four-year-old child—was 
given typhoid-paratyphoid vaccine intravenously. 
Three of these patients were followed for one year 
or longer. Two had complete clearing of the cor- 
neas. The third had complete clearing of one 
cornea, minimal residual opacities remaining in the 
other cornea. 

PROCEDURE 


A course of malaria consists of from eight to 
fourteen paroxysms. Usually intravenous typhoid- 
paratyphoid injections are given to the patient after 
inoculation until malaria paroxysms appear. After 
completion of a course of malaria, antisyphilitic 
treatment is started with an arsphenamin. A course 
of typhoid-paratyphoid consists of from eight to 
twenty paroxysms of 103° or over. The treatment 
time was prolonged in some cases because satisfac- 
tory rises in temperature were not consistently ob- 
tained in each administration of the vaccine. With 
the vaccine course an arsenical is administered, 
usually at five-day intervals. We intend to treat all 
patients for a minimum of two years after subsi- 
dence of the active stage of the keratitis. 

Local treatment in the acute stage consists of hot 
compresses to the eyes every two hours, and the 
instillation of a solution of atropin sulphate (usually 
- per cent )—two drops three times a day. As soon 


ACTIVE INTERSTITIAL KERATITIS—-ANDERSON—WILSON 197 


as all ciliary injection has disappeared, dionin is 
started. This is given by instillation of two drops of 
a 2 per cent solution twice a day for a week, in- 
creased to 5 per cent for a week, then 10 per cent for 
another week. Recently we have been using an in- 
sufflation of dionin powder once or twice a week for 
several weeks after the above series is completed. 


All cases seen in the eye department are diag- 
nosed on the basis of slit lamp and biomicroscopic 
examinations only. The progress and final result are 
made on the same basis, plus visual acuity with and 
without refraction. 


REPORT ON CASES 


There were thirteen acute cases. Of these, three were 
treated with typhoid-paratyphoid vaccine alone. Two of 
these three had a degree of activity not severe enough 
to justify malaria, and there was a satisfactory response to 
vaccine alone. The third had a severe bilateral interstitial 
keratitis. She was inoculated with malaria, but parox- 
ysms did not appear, and we resorted to vaccine. The 
keratitis ran a stormy course, and although the patient re- 
ceived twenty satisfactory chills and fever plus arsenicals, 
the keratitis did not subside until the end of the third month. 
The keratitis has improved steadily, and the eyes are quiet 
at the end of the seventh month. 

Ten of the acute cases had a satisfactory course of 
malaria, with immediate response of the keratitis after a 
few chills. Five of these remained quiet and improved over 
periods of one month to one year. One who had had a 
bilateral keratitis had completely clear corneas at the end 
of a year. Two had relapses six weeks and ten weeks after 
the end of the malarial course, but both responded to a few 
injections of typhoid-paratyphoid vaccine. One of these 
two had entirely clear corneas at the end of an eighteen- 
month period. Two had extension to the second eye with- 
out relapse in the previously affected eye, at the end of 
three-month and four-month periods, respectively, after 
malarial therapy. The acute keratitis subsided at once in 
both patients after five injections of typhoid-paratyphoid 
vaccine. One patient had both a relapse in the previously 
affected eye and extension to the second eye ten weeks 
after malaria. Continued administration of the arsenical, 
together with typhoid-paratyphoid vaccine, produced no 
subsidence of the interstitial keratitis in either eye during 
a one-month interval. We were unable to elicit satisfactory 
elevations of temperature with typhoid-paratyphoid vaccine 
in this patient. Because of previous success with malaria 
and at the patient’s request, reinoculation with malaria was 
done five days ago. 

Chronic Cases——There were nine chronic cases. Three 
of these patients were treated with typhoid-paratyphoid 
vaccine alone. One of them was a four-year-old girl with 
bilateral interstitial keratitis of five months’ duration. 
Eighteen months later the eyes were clear and no opacities 
were present. The second, a negress with a unilateral 
keratitis of six months’ duration, failed to develop parox- 
ysms after inoculation with malaria. Satisfactory chills and 
fever were not obtained with typhoid-paratyphoid vaccine, 
and the patient left the hospital against advice. Although 
the eye remained quiet, there was no regression of the 
opacities after four months of antisyphilitic treatment. The 
third, a case of bilateral interstitial keratitis of six months’ 
duration, had an excellent response to typhoid-paratyphoid 
vaccine injections, although previous treatment with ten 
arsenicals had failed to produce any relief. One eye was 
entirely clear a year later, and the other showed a few small 
opacities. 

Six of the chronic cases were treated with malaria. Four 
of these six cases were of five months to four years’ du- 
ration. In all four the acute process subsided quickly, and 
there was a steady improvement in the keratitis. Of the 
remaining two cases, one was of eleven years’ duration, 
and one of over five years’ duration. Both had considerable 
scarring of the corneas. In both there had been some ac- 
tivity a short time before being seen by us. The former 
disappeared from observation one month after finishing his 
course of malaria, unimproved. The latter was still un- 
improved after six months in spite of continued antisyphi- 
litic treatment. 
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COMMENT 


The striking thing about the use of malaria is the 
rapid response of the keratitis. Photophobia, lacri- 
mation and pain quickly subside after the first few 
paroxysms. Ciliary injection also is often gone by 
the end of the course of malaria, although it may 
persist for two to three weeks. By the end of the 
course of malaria, vision is often markedly im- 
proved, and infiltrations in the cornea are beginning 
to regress. All sixteen cases treated with malaria 
showed marked improvement, except the two pa- 
tients with chronic interstitial keratitis of five and 
eleven years’ duration, respectively. Although five 
patients suffered relapse or extension six weeks 
to three months after malarial therapy, four of 
them quickly responded to supplementary typhoid- 
paratyphoid injections. The fifth, as already men- 
tioned, did not obtain satisfactory elevation of 
temperature from typhoid-paratyphoid injections, 
and was reinoculated with malaria. 

It has occurred to us that, following the malarial 
therapy for acute cases, it might be wise to give the 
patients weekly injections of boiled milk for, possi- 
bly, two to three months in an attempt to prevent 
relapse. 

Of the six patients who received only typhoid- 
paratyphoid injection with chemotherapy, two had 
been inoculated with malaria, but paroxysms did 
not appear. One of these two had a particularly 
severe interstitial keratitis, and response to the 
vaccine and chemotherapy was slow, requiring 
three months for subsidence of the acute stage. 
The other received no benefit from typhoid-paraty- 
phoid vaccine, because of inadequate temperature 
elevation and a short course. The remaining four 
had a degree of activity which did not require 
malarial therapy; and although the response was 
slower than with such therapy, there was an ulti- 
mate satisfactory reaction to treatment. 

It must be emphasized that the patients who 
received malarial therapy were suffering from a 
far more severe keratitis than those who received 
typhoid-paratyphoid vaccine alone, and that ma- 
larial therapy produced a much more rapid re- 
sponse to treatment than did the vaccine-plus- 
chemotherapy. 


Although some of the patients have been under 
observation for only a few months, we believe that 
ultimately a satisfactory result will ensue in all of 
the cases treated, with the exception of the two 
mentioned above. Regression of the opacities and 
vascularization continue for a year or longer. It 
seems logical that the shorter time an acute process 
exists, the less scar tissue will form, and hence the 
less impairment of vision. At least, the remaining 
vision will stand a better chance of being restored 
to approximately normal with lenses. The above 
facts are self-evident if compared with statistics 
from the Los Angeles City Venereal Disease Clinic, 
where cases of interstitial keratitis are treated with 
the accepted type of chemotherapy only, and where 
it takes months for a case to become quiescent.* We 
intend to present a further report after a period of 
two years. 


* Personal communication Dr. 


J. G. Kinney 
authors. 
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Certain points are noteworthy in this series. 
There were no cases of absolute blindness, nor were 
there any in which vision was reduced to light per- 
ception only. Most of the cases have 20/200 io 
20/100 vision, and this, of course, can be improved 
with lenses. We have not been able to refract all 
of these cases because of difficulties in the way of 
social service. Furthermore, in cases with residual 
scars, it was not felt that it would be optically sound 
to give a rather strong myopic correction when the 
other eye was essentially normal, as there might be 
a tendency to aniseikonia. Then, too, patients in 
the younger age group (under eighteen) may ob- 
tain a good visual result such as 20/30 under atro- 
pin, but on postcycloplegic examinations this would 
be reduced to 20/100 because of central opacities 
and, with one normal eye, it was not deemed ad- 
visable to do an optical iridectomy on the affected 
eye; this latter procedure being resorted to in old, 
treated quiescent cases with bilateral involvement 
and markedly reduced visual acuity. 

IN CONCLUSION 

We believe that malarial therapy is a valuable 
addition to the therapeutic armamentarium in the 
treatment of both acute and chronic interstitial 
keratitis. Whether it will be a permanent addition 
depends on the results of treatment of new cases 
and the continued observation of previously treated 


cases over at least a two-year period. 


1930 Wilshire Boulevard. : 
Los Angeles County General Hospital. 
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DISCUSSION 


Haro_p F. WHALMAN, M. D. (727 West Seventh Street, 
Los Angeles).—I have had the opportunity of seeing most 
of the cases which these authors have described and have 
examined many of them from time to time with the slit- 
lamp. As a result of this personal observation, I am im- 
pressed with the importance of heroic treatment of inter- 
stitial keratitis in its acute stage. 


I have watched, for the past ten years, the treatment of 
a large number of cases of interstitial keratitis by the usual 
means of chemotherapy and gained the impression, as have 
many others, that there seems to be very little influence 
of such treatment on the course of interstitial keratitis. 

From a pathological standpoint, interstitial keratitis may 
be described in four stages. 


First, the stage of infiltration, characterized by the in- 
vasion of the cornea by spirochetes, resulting in an edema 
of the innermost layers of the substantia propria and swell- 
ing of the endothelial cells. Nodular areas form and be- 
come necrotic, and wandering cells begin to make their 
appearance. 

In the second stage, this avascular vulnerable tissue be- 
comes supplied with blood vessels which grow into the 
deeper layers first, gradually encroaching upon the center 
of the cornea, and later anastomosing with conjunctival 
arcades which have now invaded the middle or the anterior 
third of the cornea. These vessels are arranged in a rather 
characteristic palisade all around the cornea. 


The cornea is now greatly thickened and the posterior 
layers are beginning to show considerable sclerosis, while 
great radial folds are noted in Descemet’s membrane. This 
third stage is sometimes greatly prolonged. 


Finally, following the more or less complete vasculari- 
zation of the cornea and accumulation of the products of 
inflammation resulting in the thickening of the cornea, 
there is a stage of restoration in which destroyed tissue is 
replaced by scar, the blood vessels collapse and the cornea 
returns to approximately normal thickness. The blood 
vessels remain patent and fill with blood during any subse- 
quent irritation of the eye. These vessels are pathogno- 
monic of a previous attack of interstitial keratitis. 

From the standpoint of preservation of vision, treatment 
of this condition must be efficacious during the first stage, 
and must put a prompt end to the cellular invasion taking 
place. Otherwise, in the later stages of sclerosis of the 
cornea, such opacification will result as to seriously impair 
vision, 

Nonspecific therapy is the only treatment that has ac- 
complished this important step. Harvey Howard, working 
in the great clinic of the Rockefeller Institute at the Uni- 
versity of Peiping, made use of intravenous typhoid inocu- 
lations for this purpose in cases of interstitial keratitis as 
well as other kinds of ocular inflammation. A number of 
authors have substantiated this work, and a few cases with 
which I had early experience were reported in CALIFORNIA 
AND WESTERN MEDICINE in December, 1931. This method, 
as the authors have pointed out, still has its place in the 
treatment of interstitial keratitis. However, their present 
report on the use of malaria as a nonspecific agent, indi- 
cates that its efficacy is very great and that it is a con- 
venient and safe method of attacking a condition which may 
be so disastrous as to produce blindness. 

_I can confirm the authors’ experience in receiving a nega- 
tive Wassermann report at the beginning of many of these 
cases, so that it is important to be guided by accurate his- 
tory and other clinical evidence. One such case in which 
vascularization was delayed until six weeks after onset, 
I mistook for a case of tuberculous keratitis. Tuberculin was 
administered without effect, and only after starting anti- 
luetic treatment did the Wassermann return positive. 

_ The authors are ta be congratulated on presenting this 
important addition to the treatment of interstitial keratitis, 
and I am looking forward to hearing a further report from 
them as to the final visual results in an even larger series 
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Wu.r1am A. Boyce, M.D. (1210 Roosevelt Building, 
Los Angeles) .—I have been very much interested in watch- 
ing the results of the treatment of interstitial keratitis as 
outlined by Drs. C. Russell Anderson and Warren A. 
Wilson. I was fortunate in having the opportunity to see 
these cases before and after treatment, and the way they 
have responded to treatment has been most interesting and 
gratifying. 

In the past it has been felt that every case of interstitial 
keratitis must run its course and that it was not influenced 
by constitutional treatment, and there was a certain per- 
centage of corneas that were permanently damaged. 


I consider that this treatment as outlined is a great ad- 
vance in medical science, affording a ray of hope that we 
can pass on to our patients that something can be done to 
clear up these corneas rapidly and thereby give them more 
assurance of being able to preserve their vision. 

I desire to congratulate Doctors Anderson and Wilson 


for their thoroughness and scientific manner in which they 
have attacked this problem. 


THE LURE OF MEDICAL HISTORY? 


TRUTH OVERTAKES “DOCTOR HUNTER” 


By A. W. Meyer, M.D. 
Stanford University 


PART II* 


AUTHOR’S DISCUSSION 


INCE, as stated above, William said that Haller 

credited him with the “discovery” of the inde- 
pendence of the fetal and maternal circulations, in 
1766, it seems all the stranger that this idea was not 
given explicit expression in the “Gravid Uterus,” 
which appeared eight years later. It also is note- 
worthy that Haller did not adopt William’s idea in 
the third edition of his Prime Line, in 1767, but 
maintained the idea expressed by him|[self] in the 
edition of 1751, and found even in the German 
edition of 1788 and the English edition of 1801, in 
which one reads as follows: “This communication 
of fluids between the uterus and placenta seems to 
be demonstrated . . . lastly, from the passage of 
water, quicksilver, tallow, or wax, from the uterine 
arteries of the mother into the vessels of the pla- 
centa, as observed, and lately confirmed by eminent 
anatomists.” (Pp. 437-38, Section 891.) Two 
eminent anatomists who thought that they had 
proved this, according to Fasbender, were Cowper 
( Bidloo’s Anatomy, given out by Cowper at Oxford 
in 1697, in his own name) and Noortwyk (Uteri 
humani gravidi anatomia et historia, Lugd. Bat., 


1743).8 


In A History of Embryology, Needham® stated 
that Haller “. . . followed Noortwyck in asserting 
the separateness of the maternal and feetal circu- 
lations in mammalia.”” However, as already inti- 
mated, William Hunter, Fasbender (1906) and 


7A Twenty-Five Years Ago column, made up of excerpts 
from the official journal of the California Medical Associ- 
ation of twenty-five years ago, is printed in each issue of 
CALIFORNIA AND WESTERN MEDICINE. The column is one of 
the regular features of the Miscellany department, and its 
page number will be found on the front cover, 

* Part I of this paper appeared in the issue of Febru- 
ary, 1939, page 120. 

8 California and West. Med., Vol. 45, No. 6, p. 493, col. 1, 
par. 1, line 2 (Dec.), 1936. 

9 Needham, Joseph: A History of Embryology, p. 


201. 
Cambridge, 1934. 
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Siebold?® (1902) attributed the opposite view to 
Noortwyck™ with respect to man. I regret that the 
original publication of Noortwyck is not accessible 
to me, but Fasbender quotes the following un- 
ambiguous words from it: dubitari demum non 
posse de immediata communicatione vasorum uteri- 
norum cum Ovi Vasis, quoniam materies, per ramum 
art. iliac. immissa, in vasa placente et chorit pro- 
funde penetraverat.* (Immediate communication 
of the uterine vessels with the vessels of the ovum 
certainly cannot be doubted, inasmuch as material 
sent through a branch of the iliac artery penetrates 
deeply into the vessels of the placenta and the 
chorion. ) 


I fully realized that the above quotations from 
my brief articles did not and could not finally re- 
solve the question at stake between the two brothers, 
but I have since come upon words written by 
William himself which do so with finality. 


LETTERS OF WILLIAM AND JOHN HUNTER 


In order to give full force to these words, it 
seems best to give, first, the letters written to the 
Royal Society by the Hunters. They are a matter 
of history and specifically call attention to the point 
at issue. It may be recalled that these letters were 
occasioned by John’s contribution, of 1780, to that 
Society. William wrote to the secretary, apparently 
Paul Henry Maty, M.A., saying: 


Windmill Street, Feb. 3, 1780. 
Dr. Hunter begs the favour that the Secretary to the 
Royal Society will read to the Society what follows. 


Mr. Hunter’s account of the structure of the human pla- 
centa, explaining the connexion and circulation between 
the mother and foetus in utero, which was read at the last 
meeting of the Royal Society, informs us that it was a dis- 
covery which he made with Dr. Mackenzie, and that it was 
not claimed by me. The Society will be sensible that I am 
reduced to the necessity of taking notice of this mistake, 
when they are informed of the following facts : 

First. That the doctrine has been many years ago pub- 
lished in printed books as my discovery, and had been com- 
municated as such by myself. See Baron Haller, for in- 
stance, in the second part of the eighth volume (p. 220) 
of his great Physiology in quarto, printed thirteen or four- 
teen years ago. 

Secondly. Besides treating of it as my own discovery 
in my lectures on the subject, I have always done so, for 
many years past, in the very first lecture of my course, 
which is the most public of all, because the door is then 
open to every person whose curiosity prompts him to be 
present. 

In the third place, occasionally in what I have printed, 
and in my lectures, I hope I have not overlooked oppor- 
tunities of doing justice to Mr. Hunter’s great merits, and 
of acknowledging that he had been an excellent assistant 
to me in this and in many other pursuits. By doing so, I 
always felt an inward gratification, shall I call it, or pride? 
I have given him all the little anatomical knowledge that 
I could communicate, and put him into the very best situ- 
ation that I could, for becoming what this Society has, for 
some time, known him to be. May it be presumed then 
that I stand possessed of the discovery in question, till 
proofs shall be brought to dispossess me? I shall most 
willingly submit to the pleasure of the Society ; if they sig- 
nify an unwillingness that this emulation (shall I call it?) 
should go on, I shall acquiesce, and be silent. If curiosity, 
justice, or the laws and practice of the Society should in- 


10 Von Siebold, E. C. I.: 
Zwei Binde. Tiibingen, 1901. 

11 Noortwyck, W.: Uteri humani gravidi anatomia et 
historia. Lugd. Bat., 1743. 


12 Fasbender, Heinrich: Geschichte der 
p. 414. Jena, 1906. 
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cline the Council to seek out and determine upon the merits, 
I shall be equally ready to obey their commands. And if 
it should appear reasonable to them, I would first beg to 
know the grounds of Mr. Hunter’s claim, as I am too well 
acquainted with his abilities not to think that he must be 
able to support his claim by something that I am ignorant 
of. And if I should receive that satisfaction, I shall im- 
mediately show that I am more tenacious of truth than even 
of anatomical discoveries. But if that information should 
not alter my thoughts on the question, I shall show to the 
satisfaction of the Society, if I can at all judge of. my own 
employments and pursuits, that my pretensions arise out 
of a long series of observations and experiments made with 
a view to the discovery in question; that it was not a 
random conjecture, a lucky thought, or accidental occasion, 
but a persevering pursuit for twelve or thirteen years at 
least, the progress of which was always publicly known 
here, and admits of the most circumstantial proof. 
WuiaM Hunter.!® 
7 v 7 


John’s response to William sent to the president 
of the same society, apparently Sir Joseph Banks, 
was as follows: 

Jermyn Street, Feb. 17, 1780. 
To the President of the Royal Society. 


Sir—Though I know the constitution of the Society 
over which you preside too well to suppose that they will 
give their judgment on any subject, and respect it too much 
to think it a proper field for waging the war of controversy, 
I cannot avoid requesting you to lay before that learned 
body a short answer to the paper given in by my brother, 
Dr. Hunter; as silence on my part, after his charge, may 
be interpreted by my enemies into an acknowledgment that 
I have intentionally claimed to myself a discovery in reality 
his due. I am as tenacious as he is of anatomical discovery, 
and, I flatter myself, as tenacious also of truth. The dis- 
covery was made in the manner in which I stated it in my 
paper. Dr. Mackenzie had injected the subject, and being 
unable, as I conceived, to explain an appearance which he 
had found in dissecting it, sent for me. I came to him, and 
having examined it further, explained the appearance in 
question, then, for the first time, to my own satisfaction 
and that of Dr. Mackenzie; and in the evening of the same 
day, full of the discovery, I came to Dr. Hunter, and 
brought him with me to Dr. Mackenzie, to see and judge 
of the explanation I had given and Dr. Mackenzie had 
agreed to. This is my state of the fact upon which I ground 
my belief of myself being the author of this anatomical 
discovery; but as my brother thinks differently, after a 
period of twenty-five years, I am content to abolish all 
remembrance of the successions of time in the course of 
that day, and to suppose that Dr. Mackenzie, Dr. Hunter, 
and myself inspected the parts together, and made the dis- 
covery, by which means the honour of it will be divided 
into three, one of which I may surely be allowed to take to 
myself, the other two may appertain to Dr. Mackenzie and 
Dr. Hunter, if they choose to claim, and be content with 
them; though in this division we must make some reserve 
for the claims of several ingenious young men, at that time 
pupils, who were with us, and of course entitled to some 
proportional share in the discovery, though their present 
situations, settled at a distance from this town, have pre- 
vented them from getting early notice of this present claim, 
and of course of making application to the Society for their 
share. However, I may here declare that if Dr. Hunter 
will produce to me any claim, which I can allow, of his 
having discovered this anatomical fact at any period of 
time prior to this conference at Dr. Mackenzie’s, I shall 
first declare, in excuse for having troubled the Society, that 
I was not before acquainted with it, and immediately after 
declare that he is entitled to the sole honour of it, at least 
in preference to myself. 

I am, Sir, 

Your much obliged, and most obedient humble Servant, 


Joun Hunter.!4 


18s Paget, Stephen: John Hunter, Man of Science and Sur- 


geon (1728-1793). With introduction by Sir James Paget, 
pp. 70-73. London, 1897. 


14 Ibid., pp. 73, 74. 
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COMMENT ON THE LETTERS 


In regard to the first point in William’s letter, it 
should be noted (1) that he mentioned no book in 
which his discovery was acknowledged except that 
of Haller, which contains no such acknowledg- 
ment, but refers instead to the page in William’s 
Medical Commentaries containing a footnote in 
which the contrary opinion is vigorously defended ; 
and (2) that he failed to say to whom he com- 
municated his discovery unless he meant the public 
spoken of in “Secondly.” This recalls to mind the 
comment of Paget, in the case of the quarrel be- 
tween the Hunters and Pott, that William had 
recourse to rhetoric while John gave “a plain state- 
ment of all that he remembered.” 

Department of Anatomy. 

(To be continued) 


DEATH OF “DR. 0. UPLAVICI” 


By W. H. MANWaARING 
Stanford University 


N 1887 Dr. Jaroslav Hlava of Czechoslovakia 

reported the discovery of amebas in the stools 
and intestinal ulcers of patients suffering from 
dysentery, together with his success in transferring 
the disease to laboratory animals (cats) by intra- 
rectal inoculation with human ameba-containing 
stools. His paper was published in the leading 
Czech medical journal of that day, under the title: 
“O uplavici; Predbezne sdeleni.” (“On dysen- 
tery ; a preliminary communication.”’) 


By some unexplainable editorial oversight, Dr. 
Hlava’s name was omitted in the German reviews 
of his paper. Credit for this basic medical dis- 
covery was, therefore, given to “Uplavici, O” 
(Dysentery, On).? 

For fifty years international medical science paid 
homage to the mythical bacteriologist, “Dr. O. 
Uplavici,” ranking him with Pasteur, Koch, and 
Lister, as one of the outstanding pioneers in 
modern medical science. It was not until a year 
ago that the mythical nature of this nineteenth cen- 
tury protozodlogist was recognized by Dr. Clifford 
Dobell of London, England, and a formal obituary 
of “Dr. O. Uplavici (1887-1938)” published in a 


leading English medical journal.* 


While the creation and perpetuation of the “Up- 
lavici” myth has probably neither hastened nor 
retarded the development of bacteriological science, 
Doctor Dobell’s obituary may have a salutary effect 
on future medical historians. There are a number 
of other minor literary myths still honored in medi- 
cal research literature, most of them of fairly re- 


cent Russian or oriental origin. 
P. O. Box 51. 


i Centralbl. f. Bakt., 1: 537, 1887. 
2 Dobell, Clifford: Parasitology, 30: 239 (June), 1938. 





Seldom shall we see in cities, courts, and rich families, 
where men live plentifully and eat and drink freely, that 
perfect health and athletic soundness and vigor of consti- 
tution which are commonly seen in the country, where 
nature is the cook and the necessity the caterer, and where 
they have no other doctor but the sun and fresh air—South. 
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CLINICAL NOTES AND CASE 
REPORTS 


CEREBRAL EDEMA 


INJECTION OF AIR INTO THE SPINAL CANAL 
AS A THERAPEUTIC MEASURE 


By Georce H. Scraront, M.D. 
AND 
K. F. Suarp, M.D. 


Fresno 


PREVIOUS reports on the value of spinal 

puncture as a therapeutic measure in the treat- 
ment of cerebral edema have confined themselves 
to a discussion of the procedure as a means of de- 
creasing intraspinal pressure by withdrawing small 
quantities of spinal fluid at certain intervals. This 
may or may not give the patient some relief from 
the distressing symptoms of increased intracranial 
pressure. We know that many cases of cerebral 
edema fail to show any appreciable increase in the 
pressure of the spinal fluid. This is particularly 
noticeable in some cases of epidemic encephalitis 
and brain concussion. Many of the varieties of 
encephalitis may fail to show increase in the pres- 
sure of the spinal fluid, as we have had occasion 
to observe in the patients we have seen in the San 
Joaquin Valley. 

The usual method of treatment of these patients 
has limited itself, to some extent, to the use of 
hypertonic solutions of glucose, sucrose, magne- 
sium sulphate, etc., intravenously. One of us, Dr. 
G. H. Sciaroni, has been using air injections into 
the spinal canal for a number of years as an im- 
portant addition to the intravenous use of hyper- 
tonic solutions. The procedure he has used, and 
that we will describe here, demonstrates its value, 
not by decreasing spinal fluid pressure, but by de- 
liberately increasing pressure within the cranial 
cavity. The patient is usually seated in an upright 
position, and a spinal puncture is done. No fluid 
is removed, but a small quantity of air, usually 
20 to 50 cubic centimeters, is injected into the spinal 
canal, and this air rises to the cranial and ventricu- 
lar cavities, where it exerts pressure on the brain, 
compressing the tissue and forcing the fluid out of 
the brain and into the blood vessels. Hypertonic 
glucose solution, 50 cubic centimeters of 50 per 
cent glucose, is usually given intravenously just 
preceding the spinal puncture, and we have noticed 
some unusually good results. Many of the patients 
treated in this manner were so seriously ill before 
air injections were begun that their prognosis was 
almost hopeless, and we have seen these patients 
make rapid and complete recoveries, showing im- 
provement almost at once after air injection into 
the spinal canal was begun. 

As we have mentioned, this form of treatment 
has been used for some time by Doctor Sciaroni, 
particularly during the spidemics of encephalitis 
in 1933 and 1934. His results were exceptionally 
good. We are reporting this more recent case of 
encephalitis because of many unusual features, the 
most remarkable of which was the rapid improve- 
ment shown by the patient as soon as air injections 
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were started. His condition before that was ex- 
tremely grave, and he made a rapid and continuous 


recovery as soon as air-injection treatment was 


instituted, 
REPORT OF CASE 


Mr. Ernest R., age 38, ranch laborer, married, father of 
five children. Past medical history essentially negative. 

Present Illness —The patient noticed some headaches for 
three days prior to admission to the hospital on August 6, 
1938, but had continued working on his ranch because he 
did not consider the headache particularly significant. The 
night before his admission he developed a fever, but he did 
not know how much; he felt extremely weak and had rather 
severe pains in his back. A physician was consulted the 
next morning, as his illness continued to become worse, 
and he was sent to the hospital at once. His temperature 
on entrance was 104.6 degrees. He was acutely ill, semi- 
stuporous and irrational, and was troubled with frequent 
involuntary urinations. A negative Widal reaction ruled 
out the possibility of a typhoid infection. He had a leuko- 
cyte count of 13,400, 26 per cent of which were large 
lymphocytes, and urinalysis showed the findings negative 
except for a high degree of acidity. The patient was given 
a sedative and was started on a daily regimen of potassium 
citrate, 20 grains three times a day. 

On the second day he was worse. He began having in- 
voluntary defecations as well as urinations, he was very 
drowsy and more irrational than on the previous day, and 
a spinal puncture was decided on for diagnostic purposes. 
The spinal fluid was under no increased pressure. The 
laboratory reported a white cell count of 229 per cubic 
millimeters of fluid, 96 per cent of which were young poly- 
morphonuclear leukocytes. On the following day he was 
unable to take any food, he was more irrational, and had 
developed a tremor in both arms. His temperature did not 
go above 101.6 degrees during the dav. Treatment that day 
consisted of intravenous hypertonic glucose, 50 cubic centi- 
meters of 50 per cent glucose, and some Hartmann’s so- 
lution subcutaneously later in the day. On the fourth day 
after entrance he developed a severe quivering of the entire 
body, and was unable to swallow. His general condition 
became serious. The next day, the fifth after entrance, he 
was given 50 cubic centimeters of 50 per cent glucose, intra- 
venously, and received his first air injection. A spinal 
puncture was done as soon as he had received the glucose, 
and the spinal fluid was seen to be under no great pressure. 
Without removing any spinal fluid, 20 cubic centimeters of 
air were injected. The patient made some improvement 
that day, and spent a more comfortable night. The entire 
procedure was repeated the next day, 20 cubic centimeters 
of air being injected a second time. Later, that same day, 
the patient’s improvement was very noticeable. He began 
to eat liquid foods, became more rational, had a tempera- 
ture less than 100 degrees all that day and night, and was 
less troubled by involuntary urinations. There were no in- 
voluntary defecations after that day. On the following day 
the procedure was repeated a third time, the patient getting 
30 cubic centimeters of air into the spinal canal instead of 
20 cubic centimeters as on the previous two days. He 
started to eat well, and ceased to void involuntarily. 

On the following two days he received no air injections, 
and received no hypertonic intravenous solutions. He con- 
tinued to show steady improvement and was eating a soft 
diet without difficulty. He suffered a relapse on the third 
day since discontinuing the air injections and the hyper- 
tonic glucose. He became irrational again, and had a return 
of his former symptom of involuntary passage of urine. 
His temperature rose to 102 degrees. On the following 
day there was a serious weakening of the pulse, and his con- 
dition became critical. 

At that time another spinal puncture was decided on for 
the purpose of injecting air into the cranial and ventricular 
cavities. The patient was given 50 cubic centimeters of 
hypertonic glucose solution intravenously, and a spinal 
puncture was done. Without removing any fluid, 20 cubic 
centimeters of air were injected into the spinal canal. The 
patient showed improvement later that same day. He was 
more alert until late that night, when he became irrational 
again to a slight degree, and voided once involuntarily. He 
was noticeably better the next day, and continued to show 
improvement on each succeeding day. He had no more 
spinal punctures and no more hypertonic glucose solution 
after the single treatment given at the time of his relapse. 
He received no medication after that last injection, except 
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some Epsom salts the second day. He was eating a general 
diet three days after the last spinal injection, and was sit- 
ting up in a chair after four days. He continued to make 
a steady uneventful recovery, and left the hospital three 
weeks after his admission. His subsequent history has 
shown almost complete recovery, and he has begun work 
on his ranch. 


CONCLUSIONS 
1. It is our opinion that a great number of 
patients having encephalitis who now die will re- 
cover if this treatment is properly pursued. 
2. This suggests a new treatment for cerebral 
concussion, cerebral hemorrhage, etc. 
1410 Pacific Southwest Building. 


MIKULICZ’S DISEASE 


A CASE REPORT 


By Aurrep C. Reep, M.D. 
AND 
Francis Rocuex, M.D. 
San Francisco 


N 1892 Mikulicz? described a clinical syndrome, 

characterized by a chronic, painless, uniform en- 
largement of the lacrimal and salivary glands in an 
individual with a normal blood picture. There was 
neither involvement of the lymph nodes nor of the 
spleen. Histologically the tissue resembled that of 
a lymphoma, in which the lymphoid hyperplasia lay 
between and compressed the secretory cells. 

Some observers have noted that there may be no 
involvement of the lacrimal glands. Others have 
recorded the presence of exophthalmos associated 
with involvement of the lacrimal glands. There 
have been many and varied suggestions which have 
been offered regarding the possible etiologic fac- 
tors. Favor has been given to the idea of a chronic 
infectious agent extending from the nasopharynx 
or operating from some distant focus. Many have 
stressed the importance of tuberculosis in the eti- 
ology, but the relationship has never been definitely 
established. 

Mikulicz’s syndrome is to be differentiated from 
atypical leukemia, chronic relapsing parotitis and 
simple hypertrophy of the glands. The glandular 
tissue often returns to its original size, follow- 
ing the administration of iodids or arsenicals. 
Roentgenotherapy is usually successful and sur- 
gery may be resorted to if other measures have 
proved ineffective. 


1 Mikulicz, J.: Beitr. z. Chir. Festschr., 610, 1892. 


Fig. 1—Before and after treatment. 
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Fig. 2.—Parotid gland section, low 


power. power. 


REPORT OF CASE 


ae H. A., age 35, was first seen by us on January 27, 
1938. 

Chief Complaint—Swelling of the parotid glands bi- 
laterally, which had begun with a severe head and chest 
cold three years before, and had been gradually enlarging 
since. She also complained of amebic dysentery, for which 
she had been under treatment for seven years past, recur- 
ring arthritis, and a tendency to anemia. 

Past History—She was born in northern California, 
went to Brazil in 1930, and returned to northern California 
in February, 1932. 

Diseases: There were no hereditary diseases in the 
family. She had some of the minor childhood diseases only, 
and at one time had an enlarged liver, with jaundice. 
Tonsillectomy in 1922 was followed by severe hemorrhage. 
In 1929 her appendix was removed and internal hemor- 
rhoids were cauterized. She was always troubled with 
constipation. Following this operation she was found to 
be anemic. 

In 1930, a few days after her arrival in Brazil, she had 
her first attack of dysentery, which was diagnosed as 
ptomain poisoning. For the following year and a half she 
was treated almost continually for anemia. 

In October, 1931, she became very ill, and Entameba 
histolytica was demonstrated in the stool. Treatment was 
with stovarsol. During her stay in Brazil her weight 
dropped from 116 to 96 pounds. 

In February, 1932, she returned to California. During 
the following year she suffered from arthritis, neuritis, 
and amebic dysentery. She took many antiamebic drugs, 
ae emetin. Her stools were last positive for amebas 
in 1933. 

In May, 1934, her arm swelled from elbow to wrist, but 
no diagnosis was made as to cause. Later that same year 
she had influenza, followed by colds which persisted all 
winter. In February, 1935, following a very severe head 
and chest cold, she first noted swelling of the parotid glands, 
which swellings has gradually increased to date. At no time 
has there been any pain or soreness in the glands. 

From February, 1935, to January 27, 1938, when she first 
came under our observation, she received much medical 
treatment for anemia and amebiasis, and some medication 
for arthritis. 

In December, 1935, her hemoglobin was 75 per cent, red 
blood cells 4,500,000, and leukocytes 11,850. In July, 1936, 
the hemoglobin was 58 per cent, and this varied from time 
to time to January 24, 1938, when it was 62 per cent. 

During this time she states that she took, among other 
medicines, at least eight courses of carbarsone, extralin, 
lextron, haliver oil with viosterol, tabloid reduced iron, 
salicionyl, potassium iodid dicalcium phosphate, and yeast. 
She was nervous, lacking in energy, could not stand crowds, 
and was troubled with occasional arthritis. In July, 1936, 
she suffered from extreme dryness of the mouth and throat, 
which was eventually relieved by dilatation of the ducts of 
the parotid glands. An x-ray of the sinuses and parotid 
glands at this time showed no evidence of pathology. 


Fig. 3.—Parotid gland section, low 


CLINICAL NOTES—CASE REPORTS 


Fig. 4.—Parotid gland section, high 
power. 


Physical Examination—Temperature, 99.4 degrees F. 
Teeth were in poor condition. There was bilateral, moder- 
ately marked, uniform, painless enlargement of the parotid 
glands. The thyroid gland was palpable and soft. The 
abdomen was tender in both lower quadrants. 

Sigmoidoscopic examination showed redness and excori- 
ation of the mucous membrane, which was thickened be- 
tween the valves. Smears for aerobic and anaerobic cultures 
were taken from this area. No deep ulceration was noted. 


Laboratory Tests: 


Blood Count: Red blood cells, 4,310,000; hemoglobin, 
79 per cent, Sahli (12.5 grams); color index, 92; leuko- 
cytes, 6,280 ; polymorphonuclears, 70 per cent ; lymphocytes, 
27 per cent; mononuclears, 2 per cent; eosinophils, 1 per 
cent. 

There was slight anisocytosis and poikilocytosis. Red 
cells showed achromia. (On March 15, the red-cell count 
and hemoglobin had risen to normal.) 

Urinalysis: PH 6.0; specific gravity, 1.018; albumin 
(—) ; sugar (—); rare pus cell; rare epithelial cell. 

Basal metabolic rate: 7.2 per cent minus. 

Eriometer reading: 7.9 micra. 

Gastric analysis: (Alcohol test-meal.) 

Free Total 

HCl. Acid 
Fasting specimen 20 cc. Slight bile E 4. 
Specimen I. No bile sous 5 
Specimen IT sce 4. 
Specimen ITI.... ‘ 3 

Stools: Black color, normal odor. Formed, firm consist- 
ency. No food remnants. No mucus. Good digestion. 
Occult blood negative. Dominant bacteria mostly Gram- 
negative rods. Microscopic examination entirely negative. 
No parasites nor ova seen. (Series examined, including 
three specimens after saline laxative.) 

Cultures: Taken by sigmoidoscope from upper rectal 
and lower sigmoid mucosa. Results were as follows: 

(1) January 28, 1938: 


Aerobic: No typhoid-dysentery organisms. Positive for 


a mixed culture of B. coli and a few Alpha hemolytic 
streptococci. 


Anaerobic: Also showed a mixed culture of B. coli and 
an Alpha hemolytic streptococcus. Also, Bacterium necro- 
phorum was isolated, using Dack’s technique. This was 
lost in subcultures. 

(2) March 24, 1938: 


Aerobic: No typhoid-dysentery organisms. Positive for 
a mixed culture of B. coli, Staphylococcus albus and 
Corynebacterium flavidum. 

Anaerobic: Positive for a mixed culture of B. coli, 
corynebacterium flavidum, an Alpha hemolytic strepto- 
coccus and a Gamma hemolytic streptococcus. 


Wassermann: Reported negative by the patient. 


Roentgen Examination.—X-ray of the gastro-intestinal 
tract, with special study of the small intestine, by Doctors 
Ingber and Rodenbaugh, gave the following result: 
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“Fluoroscopic examination of the chest; no abnormality. 

“The stomach outlines are smooth, peristalsis is not in- 
creased, and there is no delay in emptying. The antrum is 
not spastic. The duodenal bulb fills readily, smooth in out- 
line, and empties normally. The course of the duodenum is 
regular. 


“Films taken at fifteen minutes, thirty minutes, one hour, 
two hours, four hours, and six hours show normal distri- 
bution of the meal through the small intestines, and no 
abnormality is noted. 


“At six hours distribution is normal, the stomach being 
empty. 


“At twenty-four hours barium is well distributed 
throughout the large bowel. The cecum has begun to 
empty, is movable and not tender.” 


Biopsy.—A biopsy of the left parotid gland was done by 
Dr. Frederick Foote under local anesthesia. His report is 
as follows: 


“Grossly, this enlargement appeared to be of the gland 
itself, with the tissue thrown up in nodules. On cutting 
through it, the gland appeared to be particularly meaty, 
with small areas of cystic dilatation. These small cysts 
appeared to contain saliva.” 


The tissue was sent to Dr. Jesse L. Carr for examination. 
His report follows: 


“Sections show an effuse replacement of the gland by 
large fields of lymphocytes between which are small islands 
of cells which are larger, more pale staining, and closely 
knit. Through this whole mass run dilated salivary ducts 
which are filled with granular blue coagulum. No normal 
gland remains. 


“Pathologic diagnosis: Mikulicz’s disease.” 
Diagnosis: Mikulicz’s disease; chronic colitis; achylia. 


Further Course.—X-ray treatment of the parotid glands 
was followed by rapid reduction in size to normal. 


COMMENT 


The question arises as to whether the bacterial 
colitis and achylia may have had an etiologic rela- 
tion to the parotitis. The achylia may have pre- 
disposed to abnormal bacterial flora in the colon. 
The colonic bacteria, especially some of the strepto- 
cocci, may have been involved. Of this we have 
no proof. The upper respiratory infections im- 
mediately preceding the parotid enlargement are 
apparently more closely related to the parotitis. 
Failing recovery of bacteria from biopsy material 
from the affected glands, the question of bacterial 
relations cannot be settled in this case, and we did 


not think of biopsy tissue culture until too late. 
350 Post Street. 


CATASTROPHIES FOLLOWING HEMORRHOID 
INJ ECTIONS* 


By James W. Morcan, M.D. 
San Francisco 


HE injection treatment for internal hemor- 

rhoids, when bleeding at stool is the only symp- 
tom, is based on sound therapeutic principles. In 
selected cases the results are excellent. Injection 
may sometimes be used as a palliative measure when 
the hemorrhoids protrude through the anal orifice. 
The technique of injection is not easy and requires 
much practice. All this has been said hundreds of 
times, but no one seems to have called attention to 
the disastrous sequelae which often follow hemor- 
rhoid injections. 


*From the Department of Surgery, University of Cali- 
fornia Hospital, 
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Fig. 1.—Photograph of the perineum of a male 
patient nineteen days after an injection treatment 
for internal hemorrhoids. The lower rectum and 
anus have sloughed away. The patient now has 
four anal orifices, with no control of bowels or 
bladder. This patient won a large award in a 
malpractice suit, but he has lost his rectum. 


Gabriel reports a case of a patient with tubular 
stricture necessitating colostomy as a sequel to an 
injection treatment. Some rectal surgeons are op- 
posed to any injections, and I predict that in the 
future we shall all use this treatment less frequently 
and with much greater discrimination. 

The following is a summarized list of the more 
severe complications in patients who have come 
under my care following injection treatments : 


A. Slough (chemical necrosis) : 
1. Localized necrosis causing pain, but un- 
attended by other sequelae. 
2. Generalized necrosis resulting in: 
(a) Mechanical hemorrhoidectomy. 
(b) Cellulitis, with sloughing of entire rec- 


tum and complete loss of control. 
(c) Septicemia. 


. Abscess (requiring surgical treatment) : 
1. Local abscess. 
2. Anorectal fistula. 
3. Abscess terminating in chronic ulcerative 
proctitis and colitis. 


Injury to contiguous structures: 

1. Rectovaginal fistula. 

2. Periprostatic abscess. 

3. Epididymitis. 

4. Vesiculitis with urethral hemorrhage. 
D. Severe secondary hemorrhage. 


I do not advocate hemorrhoidectomy in all pa- 
tients with internal hemorrhoids. This operation 
is attended by some slight risk, and the patient 
needs to be away from his work for two weeks. 
The operation offers, however, the only cure, and 
injection treatments might do more harm than 
good. 

384 Post Street. 








BEDSIDE MEDICINE FOR BEDSIDE DOCTORS 


An Open Forum for brief discussions of the workaday problems of the bedside doctor. 
for discussions invited. 


PYELITIS IN CHILDREN AND INFANTS 
I, ETIOLOGY 


HartzELL Harrison Ray, M.D. (23 Second 
Avenue, San Mateo).—Pyogenic infections of the 
urinary passages are manifested by pus in the urine 
coming from the kidney, the pelvis of the kidney, 
the ureters, bladder or urethra. In clinical pedi- 
atrics this condition has most frequently been called 
pyelitis. 

Pyelitis occurs in children of all ages, and is 
estimated to constitute about one per cent of all 
illness seen in pediatric practice.t It is twice as 
common under two years of age as after that age.” 
It may occur in the first week of life, and is more 
common in boys.‘ Conrad* examined the urine 
of 190 consecutive newborn children and found 
that 39 had pus. Of these, 15 children had 15 to 20 
cells per high dry field, 15 children had 20 to 60 
cells, and 9 had 100 or more cells per high dry 
field. He was able to examine fourteen of his 
thirty-nine cases two years later and found only 
one that showed any pus. The finding of pus in 


the urine of newborns may not represent pathology, 
however, for it may be due to anuria or initial de- 


hydration. 

In infants as many boys as girls have pyelitis, 
while in older children it occurs three or four times 
as frequently in females as in males.? There is a 
very slight seasonal variation, pyelitis being seen 
more frequently during the seasons when gastro- 
intestinal disorders and upper respiratory infections 
are present. The incidence of pyuria will also vary 
in different epidemics of gastro-intestinal and upper 
respiratory infections. 

The presence of congenital abnormalities in the 
urinary tract are often the direct or indirect cause 
of pyelitis. This is especialy true in chronic pyeli- 
tis. Those congenital abnormalities that prevent 
proper drainage of the urinary tract, or produce 
stasis, result more often in pyelitis. Hurt *® found 
urinary tract abnormalities in 5 per cent of new- 
borns that came to autopsy. Bugbee and Woll- 
stein ® reported that approximately 2.5 per cent of 
necropsies on children revealed congenital anoma- 
lies of the urinary tract. In a series of 2,420 autop- 
sies, Campbell” demonstrated that 2 per cent of 


1 “Clinical paeseien~ pane Urinary System.” Vol. 19. 

Helmbots and Amberg. Pp. 1 
2“The Diseases of Infants and Children.” 1937. Griffith 
and Mitchell. Pp. 807. 

8 Conrad, Charles E.: Urinary Findings in the Newborn, 
South. M. J., Vol. 31, No. 6, p. 636 (June), 1938. 

4Summerfeldt, Paul, and Brown, Alan.: A Study of 
tg Cases of Persistent Pyuria, J. Pediat., 5:727 (Dec.), 
934, 

5 Hurt, A, S.: Anomalies of Urinary Tract in Infants, 
Am, J. Dis. Child., 38:1202-1205 (Dec.), 1929. 

6 Bugbee, Henry G., and Wollstein: Infections of the 
U rinary Tract in Children,’’ New York State J. Med., 25: 
1063-1065 (Dec.), 1925.- 

7 Campbell, Meredith F.: Congenital Bilateral Uretero- 


ve sic al Junction Stricture in Infants and Children, J. Urol., 
29 (Oct.), 1981. 


Suggestions of subjects 





children had some degree of ureteral blockage, and 
one-half of these were types of ureteral stricture. 
Not all congenital abnormalities of the urinary tract 
are accompanied by pyuria; they may be only po- 
tential causes. Congenital fibrosis, kinking or stric- 
ture of the ureters, polycystic kidneys, double 
ureter, horseshoe kidney, muscular hy pertrophy or 
atony of the ureters, or congenital narrowing of 
the caliber of the urinary tract chiefly at the point 
of normal anatomic narrowing, the uretero-pelvic, 
ureterovesical and vesical outlet, can cause pyelitis. 
At times there appears to be a neurogenic dysfunc- 
tion or neuromuscular disturbance at the uretero- 
vesical junction which can produce stasis and sub- 
sequent pyuria. Occasionally, pyelitis is seen where 
neurological lesions, either central or peripheral, 
involve the bladder, such as poliomyelitis, cerebro- 
spinal syphilis, spina bifida and toxic neuritis.® 
Renal calculi, renal tumors, tuberculosis of the urin- 
ary tract, suppurative processes in or about the 
kidney, or tumors that press upon and obstruct the 
urinary passages can cause pus in the urine. 


Dyes, foods, drugs, alcoholic drinks, chemicals, 
heavy metals and substances that cause irritation 
when they reach the urinary tract, can be followed 
by pus in the urine. Allergy may play some part 
in these reactions or may be a primary cause in 
some cases. 


In clinical pediatrics one is impressed with the 
frequency of pyelitis occurring in girls who have 
or have recently recovered from upper respiratory 
infections. The pus in the urine may be found 
for a few days or longer. Tonsillitis, sinus disease, 
mastoiditis, and the acute exanthemata are fre- 
quently accompanied or followed by urinary find- 
ings. Dental caries may also produce py elitis.2° 
Occasionally, one sees a patient whose urine was 
negative before tonsillectomy flare-up, with a tran- 
sient pyuria afterward without other demonstrable 
urinary disease. Such findings have suggested to 
some that possibly focal infections play an im- 
portant part in the production of pyuria. The 
pyelitis may represent a toxic reaction, an allergic 
reaction, or possibly a reaction to a filterable virus.” 


There are many cases of pyelitis where no causa- 
tive factor can be found. Pus may appear in the 
urine without any other clinical evidence of dis- 
ease and disappear as it came. 


8 Hepler, Alexander B.: Nonobstructive Dilatations of 
Upper Urinary Tract in Children, J. A. M. A., 109:1602-1606 
(Nov. 13), 1937. 


9 Cross, W. W.: A Study of Four Hundred and Seventy 
Cases of Urinary Tract Infection, The Urol. and Cutan. 
Rev., p. 703 (Oct.), 1937. 


10 Rosenow, E. C., and Meissner, J. G.: Elective Locali- 
zation of Bacteria Following Various Methods of Inocula- 
tion and the Production of Nephritis by Devitalization and 
Infection of Teeth in Dogs, J. Lab. and Clin. Med., 7:707-722 
(Sept.), 1922. 


11 Cook, Edw. N.: Urinary Infections, M. Clin. North 
America, 21:797 (May), 1937. 


205 





206 


Whatever the anatomical or focal cause for 
pyelitis may be, the active agents in most cases 
where inflammation of the urinary tract is present 
are bacteria. There are three possible routes for 
bacteria to gain access to the urinary tract: (a) by 
ascending from the urethra, (b) by the blood 
stream, and (c) by the anastomosing lymphatics. 
It has been held that the cocci, with the exception 
of the streptococcus fecalis,’* probably reach the 
urinary tract by way of the blood stream. The 
bacilli generally represent the ascending infection 
from the urethra and thus explain the greater fre- 
quency of this type of infection in the female. 
Whichever organism is found may not be the causa- 
tive agent, according to some reports, but only a 
secondary invader. Bacillary infections are by far 
the more common, being found alone or in combi- 
nation in 60 to 80 per cent of cases.? Hellstrom,** 
in his series, had an almost equal number of males 
and females with coccal infections, and in the same 
series for bacillary infections there were 13 males 
and 120 females. Helmholz,?* in children under 
fifteen years of age, had an equal number of boys 
and girls with coccal infections, while with bacil- 
lary infections 85 per cent of the infants were 
girls, and in older children 75 per cent were girls. 
It may be a point for argument that since coccal 
infections are equal in the two sexes and bacillary 
infections more prevalent in girls that the route 
of invasion of the two organisms is different. 

The more common types of organisms found in 
pyelitis are Escherichia coli, Aérobacter aérogenes, 
Proteus ammoniz, Pseudomonas, Salmonella, Al- 


caligenes, typhoid, Shigella, Streptococcus fecalis, 
Streptococcus (green-producing), Streptococcus 


hemolyticus, 


Staphylococcus, 
tuberculosis. 


gonorrhoeae, and 


* * * 


II. DIAGNOSIS 


WittiaM E. Stevens, M.D. (490 Post Street, 
San Francisco ).—In the presence of fever of un- 
known origin during infancy and childhood, pyeli- 
tis (py elonephritis) ‘should always be suspected and 
a catheterized specimen of urine be carefully ex- 
amined. Pus in an acid urine is due to pyelitis in 
the majority of these patients. In female infants 
and children it is the most common pathological 
condition of the urinary tract. Cultures are im- 
perative. They will usually reveal colon bacilli, 
although cocci are not uncommon. If pus, blood 
or bacteria are found in the catheterized specimen 
of urine, a thorough urologic examination is de- 
manded in order to determine its source since, 
during infancy, pyuria or hematuria is often the 
only symptom pointing to the genito-urinary tract. 
The importance of early diagnosis of kidney infec- 
tions cannot be overemphasized because, if allowed 
to become chronic, many of these conditions are 
difficult and, at times, impossible to cure. Pyelitis 
may persist indefinitely, however, with few, if any, 


12 Helmholz, Henry F.: Ascending Infections of the Uri- 
nary Passages, Am. J. Surg., 38:18-27 (Oct.), 1937 


18 Hellstrom, John: Beitrag zur Kenntnis der Staphylo- 
kokken Pyelitis besonders in ihrere chronischen Form 
und iiber eine bei derselben vorkommende ergenartige Kon- 
krementbildung, Acta. chir. Scandinav. Suppl., 4-6:1-280, 
1923-1934. 


CALIFORNIA AND WESTERN MEDICINE 


Vol. 50, No. 3 


symptoms. Other cases progress more rapidly and, 
if untreated, result in destruction of the kidney. 
During infancy it is a self-limited disease in 50 per 
cent of cases. Some abnormality of the urinary 
tract will be found in about one-third of the re- 
mainder. I believe that pyelitis occurring during 
pregnancy is occasionally an exacerbation of a low- 
grade infection that has persisted since infancy. 

Pyelitis occurred in almost one-third of our 
series, 74 of 205 cases, with urinary-tract pa- 
thology, and was found about four and one-half 
times as often in females as in males. This corre- 
sponds to the majority of the statistics reported in 
the literature. Pus, pus casts, and a few red blood 
cells are usually found in the urine, while chills, 
fever, frequent urination, dysuria, gastro-intestinal 
disturbances and prostration are the most common 
subjective symptoms of this condition. In children 
over two years of age, tenderness in the kidney 
region is often detected on palpation. 

Pyelitis is to be differentiated from such con- 
ditions as acute intestinal infections, acute glo- 
merulonephritis, tuberculosis of the kidney and 
calculi. The continuation of fever after the in- 
testinal intoxication is relieved, and the positive 
urinary findings, suggest py elitis. The polynuclear 
leukocytosis is lower than in appendicitis. Phenol- 
sulphonephthalein output is decreased in severe 
renal infection. As in the adult, negative cultures 
in the presence of pus are suggestive of tubercu- 
losis. In glomerulonephritis casts, more albumen, 
a larger number of blood cells and fewer pus cells 
will be found in the urine. Most calculi will be 
detected by roentgenography. This procedure will 
also often reveal some irregularity and dilatation 
of the kidney pelvis and calices in chronic pyelitis. 

The determination of the presence or absence of 
stasis is of great importance. Functional kidney 
tests, urethral and ureteral calibration and pyelo- 
ureterography are indicated when this is suspected 
as well as in those cases that do not improve in 
ten days or two weeks under conservative treat- 
ment. The frequency of anomalies of the urinary 
tract as primary or contributory factors is of impor- 
tance from the standpoint of diagnosis as well as 
of treatment of pyelitis during infancy and child- 
hood. 

It is only within a comparatively recent period 
that the value and practicability of modern diag- 
nostic urologic procedures during infancy and 
childhood have been appreciated. It is now possi- 
ble to procure satisfactory cystoscopes of such 
small size that age is no longer a contraindication to 
cystoscopy, cystography, catheterization of the ure- 
ters, chromo-ureteroscopy, comparative functional 
kidney tests or retrograde pyelography. There is, 
as a rule, comparatively little reaction following 
instrumentation in infants and children. Gentle- 
ness is, of course, essential. The fact that in these 
patients the bladder and, consequently, the ureteral! 
orifices are at a higher level in the pelvis, should be 
remembered. The intravenous or intramuscular in- 
jection of indigocarmin will be helpful when visuali- 
zation of the ureteral orifice is difficult because of 
injection of the bladder mucosa or for other reasons 

It is usually necessary to employ general an- 
esthesia in children under ten, although I have 
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occasionally been able to cystoscope and catheterize 
the ureters of patients as young as six years of 
age following the application of a 5 per cent cocain 
solution to the urethra on a cotton-tipped appli- 
cator. Corbus advises the hypodermatic injection 
of one-ninth to one-third of a grain of pantopon, 
one-half hour before cystoscopy, and the appli- 
cation or injection of a 0.5 per cent cocain and 
sodium bicarbonate solution to the urethra. The 
administration of fluids prior to cystoscopy is im- 
portant. 


A smaller quantity of urine is excreted by chil- 
dren’s kidneys during general anesthesia, and a 
temporary reflex anuria has not been uncommon in 
my experience. Haines and Milliken have recently 
shown that ether anesthesia inhibits kidney func- 
tion, both the quantity of urine and the elimination 
of dyes being decreased. They believe this to be 
due to constriction of the renal vessels. The pre- 
liminary injection of morphin and atropin, how- 
ever, partly prevents the constriction, and to a cer- 
tain extent the decrease in kidney function. There 
is apparently somewhat less interference with renal 
function during the administration of nitrous oxid 
and oxygen. Spasmodic contractions of the bladder 
occasionally interfere with rapid catheterization of 
the ureters in infants if anesthesia is not complete. 
In addition to temporary inhibition of function, 
the small size of the catheters, necessarily used 
in some of these patients, is often a contributing 
factor to the occasional difficulty of performing 
satisfactory functional kidney tests and of obtain- 
ing a sufficient quantity of urine for proper exami- 
nation. These facts should be taken into consider- 
ation when ureteral catheterization and functional 


kidney tests under general anesthesia are contem- 
plated. 


* * * 


III, TREATMENT 


E. Eart Moopy, M.D. (829 South Alvarado 
Street, Los Angeles ).—In a great majority of cases 
the treatment of pyuria in infants and children is 
a most satisfactory procedure. Early satisfactory 
results with simple methods are usual. However, 
some cases are intractable to treatment and try the 
patience of the physician, and the long duration of 
symptoms is discouraging to the parents and the 
patient as well. It is these cases that do not re- 
spond well which demand of the physician a thor- 
ough knowledge of the pathology present and the 
type of bacteria causing the infection, as well as a 
familiarity with the therapeutic measures available. 
_ Children suffering with pyuria are usually acutely 
ill with severe toxemia and high temperature. They 
should be treated like other acutely ill children. 
Absolute bed rest is essential. The environment 
should be pleasant, with ample light and air. Chill- 
ing should be avoided. Nursing care should be 
efficient. 

As with any acute infection, we feel that an ade- 
quate intake of fluids is the first thought of the 
physician. The child must be assured of 150 to 200 
cubic centimeters of fluid per kilogram of body 
weight, each twenty-four hours during the acute 
stage. This will prevent and cure dehydration. It 
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will dilute toxins, and will flush the kidneys and 
urinary tract of bacteria with their toxins. This 
procedure alone often lessens symptoms to a marked 
degree. Most children will take enough fluid by 
mouth without resorting to other means of ad- 
ministration. Plain water is very acceptable. Fruit 
juices will be well tolerated and enjoyed, and are 
valuable in shifting the urine toward the alkaline 
side. Skim milk, buttermilk, or lactic-acid milk will 
supply food as well as increase the total fluid in- 
take. To sweeten the fruit juices and water with 
karo, honey, or sugar will often increase the desire 
of the child to take fluids, and will, at the same 
time, furnish a high carbohydrate intake, thereby 
supplying food as well as preventing and curing 
an acidosis. It must be remembered, however, that 
some children object to the constant sweet intake, 
and one will get faster results if he will restrict 
himself at these times to plain water for a few 
hours. We feel that any treatment which demands 
withholding of fluids in these acutely ill children 
has no place in pediatric practice. Most of these 
cases will be treated in the home. It is imperative 
that the physician definitely outline to the parents 
the minimum amount of fluid required for each 
twenty-four hours, and that the amount should be 
accurately measured. 

If the child does not take kindly to an adequate 
intake of fluids, giving 5 to 10 cubic centimeters 
with the medicine dropper every few minutes will 
often prove a successful method of administration, 
especially with the small infant. If this does not 
allow the minimum intake, then other methods of 
administration must be followed. Fluids can be 
administered by gavage, subcutaneously, intraperi- 
toneally or intravenously. Acutely ill, dehydrated, 
small infants may not absorb subcutaneous fluids 
well and severe edema may result temporarily. 
This is no distinct disadvantage except that it is an 
indication the fluid given is not being utilized, and 
other methods of administration must be followed. 
Except in a badly distended abdomen, the intra- 
peritoneal route offers a method of administration 
that is simpler than the intravenous, and for this 
infection is equally as effective and as safe. Large 
amounts of normal saline can be given by this 
method without discomfort or harm. Excessive 
intra-abdominal pressure is to be avoided. There is 
no objection to any of these extra-oral methods of 
fluid administration, but they are uncomfortable or 
painful to the patient. Patience and perseverance 
on the part of the nurse, in mouth administration, 
often will save this discomfort. In administering 
this life-saving and curative fluid, however, the rest 
of the patient must not be neglected, and ofttimes 
more rapid methods, which will allow greater rest, 
hasten recovery. 


The judicious use of alkalies in the treatment of 
pyuria has won for itself a well-deserved place in 
our therapeutic attack. Even though it has been 
shown experimentally that the P™ of the urine 
must be as high as 9.2 before it can affect the bac- 
teria present, and that, with large doses of alkalies, 
a P# beyond 8.4 is never reached, yet, from practi- 
cal experience we know that the use of large 
amounts of fluids with alkalies takes care of the 
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great majority of cases in a few days. With some 
physicians this is the method of first choice. One 
should give the equivalent of seven and one-half 
grains each of sodium bicarbonate and sodium 
citrate four times daily to small children, and double 
this amount to older ones. The action of the alka- 
lies is not definitely understood. It has been sug- 
gested that the good results are due to the diuretic 
action, the direct effect upon the tissues or even 
a bacteriophage reaction. But the method works 
in a high percentage of cases and is the simplest 
of all procedures, and should, in our opinion, be 
the first method of attack. 


The acidification of the urine has long been a 
standard method of treatment. Sodium acid phos- 
phate and benzoic acid are not now commonly used 
and have been replaced by such salts as ammonium 
chlorid, ammonium nitrate, calcium chlorid and 
sodium and ammonium mandelate. These salts, in 
adequate dosage, lower the P® of the urine to the 
level of 5.5 to 4.8, where bacterial growth is in- 
hibited. This degree of acidity must be tested by 
some indicator, and sufficient drug used to keep the 
P¥ below 5.5. If a strip of chlorophenol red paper 
remains yellow when dipped in the urine, this state 
has been reached. Such a condition is brought about 
by giving 0.5 gram of the acid salts every four 
hours to the smaller children, and larger doses to 
older children. If pus, bacteria, and febrile symp- 
toms do not disappear in a few days, the addition 
of methamin may be tried. Less of this drug will 
be required if the urine is held in a highly acid state. 
An infant should receive 0.2 gram four to six times 
daily. In hospital practice, culture of the urine 
should determine whether the treatment has ren- 
dered the urine free of bacteria. In bedside prac- 
tice it is practical to continue the treatment a few 
days after all symptoms have subsided and the 
urine is microscopically free of all pus cells. Such 
a procedure usually guarantees that there will be no 
return of the symptoms. 


If results are not rapidly obtained with either of 
the above methods, brilliant results are sometimes 
secured when the urine is rapidly changed from a 
strongly alkaline to a strongly acid reaction. This 
process can be repeated several times in succession. 
It has stood the test of time because of the results 
obtained. 

It has been interesting to observe the evolution 
of the process of acidification of the urine. We 
are indebted to Dr. Henry Helmholz of the Mayo 
Foundation for much of our knowledge in this 
respect. After the limitations of the use of the acid 
salts with methamin were demonstrated in certain 
cases, the ketogenic diet was used to insure the P® 
as being sufficiently low to be bactericidal to organ- 
isms. The use of this procedure is very limited. 
It can be followed out only under rigid control, 
and then used only in the older children in the 
chronic stage of infection. It is utterly impossible 
to use such a procedure in the acutely ill patient. 
Acidosis would be increased, which would produce 
severe vomiting, thus further increasing dehydra- 
tion, which often is seen in these cases. With appe- 
tite already markedly reduced in these acutely ill 
patients, it is next to impossible to get them to take 
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such a diet. Theoretically, it is possible. Practi- 
cally, it has no place in “bedside medicine.” 

In the past few years the use of Mandelic acid 
has been common. This is given in the form of the 
sodium or ammonium salt, and is excreted un- 
changed in the urine. It is usually dispensed in the 
form of a 40 per cent syrup of the ammonium salt. 


When the acid salts are given, occasionally nausea 
and vomiting result, and even blood may appear 
in the urine. The value, we feel, lies not in the actite 
condition, but in the more chronic state where the 
individual has developed some immunity to his in- 
fection and is not overwhelmed with acute toxemia. 
We have seen many acutely ill children made more 
so by such treatment instituted early in the course 
of the disease. 


It seems that sulphanilamid will also have its 
day in the treatment of urinary infections. It has 
been shown to be very effective in all bacterial in- 
fections of the urinary tract, except that due to 
Streptococcus fecalis. It is effective in low con- 
centration and works best in an alkaline urine. It 
can be given in the acute stage together with the 
usual forced intake of fluids and urinary alkalini- 
zation. Even in cases of reduced renal function it 
is valuable. The drug is eliminated through the 
kidney, and because the concentration needed in the 
urine is not high, sufficient quantity of the drug will 
be excreted by the damaged kidney to render the 
urine bactericidal. Experimental work has shown 
that a concentration as high as 100 milligrams per 
cent can be maintained by such small doses as 
25 grains per day. Such concentration, it seems, 
is not necessary for successful treatment of urinary 
infection. Some feel that, for the usual infections, 
a concentration as low as 15 milligrams per cent is 
effective. As added experience is gained, the re- 
lationship of dosage to urinary reaction will be 
effectively worked out. Already we know that the 
dosage need not be large in urinary infections. 
Such daily dosage as five to seven grains for in- 
fants, seven to fifteen grains for children of from 
two to three years, and the upper limit of thirty 
grains for the older children, is effective. It is 
possible that, when our knowledge is complete, this 
method of treatment of urinary infection will sup- 
plant all others. Until that time the physician must 
choose from the rather wide armamentarium that 
procedure which seems to fit the individual case 
best. 


The diagnosis of pyelitis is not complete as long 
as abnormalities of the urinary tract are not ex- 


cluded. The occurrence of such abnormalities are 
not high in proportion to the total number of cases 
of pyuria seen. The great majority of the cases 
will respond to one of the methods of treatment 
outlined above in a relatively short time. A certain 
few will not. Then it must be determined by uro- 
logical methods whether an abnormality does exist, 
for all of the above treatment will be of no perma- 
nent benefit until such abnormalities are corrected. 
We feel that any pyuria that does not clear in a 
period of four to six weeks should have the benefit 
of urological consultation. We would take strong 
issue with some of our urological consultants who 
feel that all cases of pyuria should be instrumer- 
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tated early, and this during the acute stage of the 
disease. It is pathetic to see the severe reactions 
that sometimes result from such procedures. Our 
results are so gratifying in a few short days, by 
simple treatment in such a high percentage of cases, 
it would seem that common sense would dictate a 
use of the simplest procedures first. Certainly, n 

great harm can come in the average case eee 
of a delay of a few weeks in correcting an ab- 
normality which has existed throughout life. The 
physician, however, should never allow himself to 
be found guilty of neglecting to have urological 
consultation if the means at his disposal do not 
bring results in a few short weeks. Pyuria appear- 
ing in the very young infant, however, demands 
earlier investigation than the ordinary cases, for 
here abnormalities somewhere in the urinary tract 
are much more apt to be the etiological factor. 


It would seem self-evident that if a known focus 
of infection were the etiological factor in the pyuric 
condition, such focus should be removed when the 
state of the child warrants such a procedure. 


Summary.—A rational summary of our arma- 
mentarium in the treatment of pyuria in infants 
and children would be as follows: 

1. Bed rest under proper environment. 

2. Adequate intake of fluids, with alkalinization 
of the urine as the first step. 

3. The acidification of the urine by the method 
most suitable to the case in hand. 

4. The use of sulphanilamid under proper con- 
trol. Perhaps this procedure will eventually take 
first place in our attack. 

5. Urological consultation for the case that does 
not respond well to these measures. 

6. The removal of foci of infection. 


Drug Treatment in Coronary Disease-—Drugs have prac- 
tically no value as a specific treatment for coronary disease 
if the patient is free of symptoms, Harry Gold, M.D., New 
York, declares in The Journal of the American Medical 
Association for January 7. The one exception is syphilis 
involving the blood vessels of the heart. 

At the present time there are no drugs that definitely 
influence the course of disease of the muscles and blood 
vessels of the heart. However, when pain exists certain 
drugs are beneficial. 

The nitrites are the preferred drugs in the treatment of 
effort angina (pain on effort). The nitrites do not impair 
awareness of pain but abolish the mechanism that causes it. 

The nitrites are not entirely free of disagreeable effects. 
They may bring about such minor symptoms as flushing of 
the face, headache, a sensation of throbbing and tension in 
the head, palpitation and, in excessive doses, collapse. Some- 
times these symptoms can be averted by reducing the dose 
without losing the effect of the drug. 

The dose should be taken at the first suggestion of the 
oncoming pain. Some patients, guided by a mistaken notion 
that danger of injury or the development of habit is in- 
volved in frequent use of the nitrites, wait for the full devel- 
opment of pain. 


The frequent use of the nitrites will neither lead to 
dependence on them nor reduce their efficacy. 

Of the numerous other drugs used in heart disease, the 
xanthin compounds exert no action that is useful for the 
routine treatment of heart pain. 


The purin bases are extremely valuable in promoting the 
secretion of urine in congestive heart failure. 


In a typical case of coronary thrombosis in which there is 
agonizing pain, anguish and terror of impending death, mor- 
phin is the preferred drug. It not only relieves pain but 
also abolishes the desire to move about and in many in- 
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stances gives rise to a sense of well-being which is quite 
apart from its analgesic effects. 

By reducing nervous excitability the barbiturates de- 
crease the number and severity of the attacks of effort 
angina. By means of the barbiturates fear, anxiety and 
restlessness in acute coronary thrombosis may be con- 
trolled. 

Digitalis is useful in heart failure and in certain disorders 
of heart rhythm. 

The indications for drugs promoting the secretion of 
urine include in part those for digitalis. These drugs are 
useful for the control of congestive heart failure and at- 
tacks of recurrent labored breathing. 

While in many instances great suffering is spared and 
a life is saved through the judicious use of these many 
drugs, the major part in the control of this disease lies not 
in drugs but in expert guidance in making the mental and 
physical adjustments which will enable these patients to 


carry on within their capacity without symptoms of heart 
disease. 


Almost Any of Mankind’s Diseases May Be Cause of 
Failing Vision——Failing vision may be due not alone to 
the eyes themselves but to any one of the many diseases of 
mankind, Samuel I. Kaufman, M.D., Chicago, declares in 
the February i issue of Hygeia. 

Although most cases of failing vision result from faulty 
shape of the eyeball and can be corrected only by glasses, 
those cases due to disease must be given medical or surgical 
treatment. The eye physician, therefore, must be properly 
trained in the relationships between the eye and the rest of 
the body, as well as in the structure and function of the eye 
itself. 

“Any one of the many diseases that afflict the human 
body as a whole may cause failing vision,” Doctor Kaufman 
says. For example, the retina may be affected by Bright’s 
disease, diabetes, syphilis, high blood pressure or arterio- 
sclerosis. 

“Abnormal changes of the retina may take the form of 
hemorrhage, swelling, scarring, degeneration, atrophy or 
even detachment of the retina itself from its underlying 
structures,” he points out. 

Brain tumors, syphilis, sinus infections and chronic pois- 
oning from lead, wood, alcohol or tobacco are among the 
diseases which may damage the optic nerves. 


Glaucoma or hardening of the eyeballs, a frequent cause 
of blindness, gives no warning of its presence. The best 
chance for a cure of this disease lies in its early recognition 
and prompt treatment. 


Double vision, caused by paralysis of the ocular muscles, 
is generally “a manifestation of some deeply seated disease 
and calls for the most painstaking investigation to determine 
its exact nature.” 


“By far the most frequent cause of this disturbance is 
advanced syphilis,’ says Doctor Kaufman. “Other less 
frequent causes are multiple sclerosis, brain or orbital 
tumors, inflammation of the nasal sinuses, ear infections, 
diphtheria, diabetes, poisons and injuries.” 


If no disease is present and glasses are prescribed, the 
patient should heed the physician’s advice to have the glasses 
made at a reputable optical house. 


“No matter how accurately the prescription for glasses 
is arrived at, it frequently fails to give the best results in 
improved vision and comfort because of defective materials 
and workmanship used in making the glasses,” the author 
warns. 


The calamity of blindness is now rare, Doctor Kaufman 
says, “largely because of the untiring efforts of some cour- 
ageous workers in convincing reluctant legislators to enact 
the so-called ‘Silver Nitrate Law,’ which effectively pre- 
vents eye infections in the new-born. 


“Similarly, cases of blindness resulting from industrial 
eye injuries, which were once so frequent, have now been 
largely brought under control in the larger industrial plants 
through adoption of various safety measures. 


“Tt is within the range of possibilities that a pure food and 
drug act may yet effectively protect the public against 
dangerous poisons injurious to sight, which are contained 
in various commercial preparations advertised for such 
things as reducing weight, removing superfluous hair and 
dyeing hair.” 
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CALIFORNIA PHYSICIANS’ SERVICE* 


The letter which appears below gives information that 
should be of interest to all who have been interested in the 
development of the medical service plans of the California 
Medical Association. Every California Medical Associ- 
ation member should take the time to read it and to govern 
himself accordingly. 

(Copy) 
San Francisco, February 14, 1939. 


To Administrative Members, 
California Physicians’ Service. 
Gentlemen: 


The trustees have held two day-long meetings in San 
Francisco. The Articles of Incorporation were filed with 
the Secretary of State on February 2, 1939, and the trustees 
elected the following officers on February 4, 1939: Presi- 
dent, Ray Lyman Wilbur; vice-president, Lowell S. Goin; 
vice-president, C. Kelly Canelo; secretary, Alson R. Kil- 
gore; assistant secretary, T. Henshaw Kelly; treasurer, 
Alson R. Kilgore; assistant treasurer, T. Henshaw Kelly. 

They appointed Morton R. Gibbons, Sr., as medical di- 
rector, and A. W. Widenham of San Francisco as general 
manager. 

There is no need to describe Doctor Gibbons. Mr. Widen- 
ham was selected after careful investigation of the avail- 
able applicants and some who were not applicants. He 
has worked with Doctor Wilbur, who testifies to his ability. 
For many years he was the secretary and manager of the 
Musical Association of San Francisco, which is the parent 
and operator of the San Francisco Symphony Orchestra. 
His business was to run subscribers, musicians and to do 
the main job of raising money every year. This work has 


+ For complete rosters of officers, see advertising pages 
2, 4, and 6. 


* For series of questions and answers concerning Cali- 
fornia Physicians’ Service, see page 247, 
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given him a wide acquaintanceship and he has a most ef- 
fective personality. 

The trustees, according to the by-laws, appointed an 
executive committee consisting of T. Henshaw Kelly, Sam- 
uel Ayres, Jr., and Alson R. Kilgore. This committee is 
preparing, with the assistance of Mr. Peart, an abstract of 
the by-laws and authorized a series of questions and an- 
swers which were prepared by Doctors Goin and Ayres, and 
which deal with all of the aspects of the plan and its op- 
eration. 

A committee is working on the proper districting of th« 
state and another has the duty of establishing a fee sched- 
ule to be used in the unit system of compensating the pro- 
fessional members. 

Doctors Kelly and Kilgore have been looking for offices 
for the Service and it would seem the sensible thing to es- 
tablish it in the Mills Building, Bush and Montgomery 
streets, in San Francisco. This is a good building in the 
business district and the rents are quite reasonable com- 
pared to those in some of the other buildings. 

The trustees propose to send to every licensed doctor of 
medicine an explanatory statement, the abstract of the 
by-laws, the rules and regulations and the questions and 
answers referred to above, and to include with this booklet 
an application for professional membership, and a letter 
urging each man to apply immediately. They propose to 
have a group in each county society or district ready to 
make contact with all of the men as soon as this material 
is mailed in order that each physician may be personally 
urged to join in the plan. 

The trustees would like each councilor to suggest to them 
one or two men in his district who would be more or less 
representative of the physicians in that district, and with 
whom the committee might discuss the matter of the fee 
schedule and if there are societies with fee schedules in the 
district, to obtain copies of them for the committee's in- 
formation. 

The committee proposes shortly to cal! a meeting of men 
from the various districts and from various groups of prac- 
titioners to advise as to the fee schedule which will then 
soon be promulgated. 

The office of the Service will be opened on February 15, 
as that is the day that Mr. Widenham, the general mana- 
ger, is to take up his duties. 

Shortly, the application blanks for professional member- 
ship will go out (as soon as they and the booklet can bs 
printed and the envelopes addressed) and the organization 
of the professional membership will be in train. 

It is important that the plan be functioning at the ear 
liest moment and the trustees are doing everything the) 
can to speed the day. 

Sincerely, 
EXECUTIVE COMMITTEE OF 
CALIFORNIA PHYSICIANS’ SERVIC! 
T. Henshaw Kelly, Chairman 
Alson R. Kilgore 
Samuel Ayres, Jr. 


POSTGRADUATE CONFERENCES 


Local Committees on Postgraduate Activities are a‘ 
work on details concerning prospective courses in their 
respective districts. Tentative dates for courses soon to bh 
announced include: 

Santa Barbara District. 

March 18 and 19, 1939. For information, address H. F 
Henderson, M. D., 1421 State Street, Santa Barbara. 
San Bernardino District. 

April 4, 1939. For information, address F. E. Clough 
M. D., 491 Fifth Street, San Bernardino. 

San Mateo District. 


Dates to be announced. J. Garwood Bridgman, Secre- 
tary. 
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EXECUTIVE COMMITTEE 
Abstract of Mail Vote Taken on February 3, 1939 


Chairman Kelly authorized a mail vote on expenditure 
of sum not to exceed $1,200 for insertion of a greeting 
announcement in the special editions of Bay Region news- 
papers, incident to the opening of Golden Gate International 
Exposition, as an expression of appreciation of past cooper- 
ation. A majority voted in favor of the expenditure. 


MID-YEAR CONFERENCE OF CALIFORNIA 


MEDICAL ASSOCIATION OFFICERS AND 
COMMITTEES AND COUNTY SO- 
CIETY SECRETARIES 


The Third Annual Joint Conference of California Medi- 
cal Association Councilors, California Medical Association 
Committeemen, and County Society Secretaries was held in 
the Franciscan Rooms, Sir Francis Drake Hotel, San 
Francisco, on Saturday, February 25, 1939. The sessions 
of the different groups began at 9:30 a. m., and adjourn- 
ment took place shortly before six o’clock. In this issue of 
the OFFICIAL JOURNAL, it is possible to give only the out- 
line of the proceedings, as follows: 


PROGRAM 
President W. W. Roblee, Riverside, Presiding 
9:30 a. m.—Association Secretary’s Announcements. 


ee: & 


Part I—CONFERENCES 
:30-10:30 a. m.—County Secretaries’ Round Table: Robert 
Peers, Colfax, presiding. 
(Consideration of queries sent in by secretaries on 
their reply blanks, and of questions submitted at this 
Round Table Conference.) 


:30-10:30 a. m.—Reunion of Standing Committee Groups. 

(Members of each committee are requested to confer 
with one another concerning their work, and chairman 
or other member to submit the committee’s report at 
the afternoon session.) 


Co) 


:30-10:00 a. m.—Council—Council Meeting, Chairman Karl 
Schaupp, presiding. 

(Meeting will be held in usual place, Room 209, on the 
second floor. Councilors are requested to go to the room 
promptly to consider certain docket items concerning 
which action at this time is desirable.) 


eS ee 


Part II—SYMPOSIUM ON MEDICAL SERVICE ACTIVITIES 

:30-12 or 12:30 noon—(Ten to fifteen-minute talks, fol- 
lowed by Question Box period.) 

Introductory Remarks.—President W. W. Roblee. 

Health Service Backgrounds.—Ray Lyman Wilbur, 


Chairman, Board of Trustees, California Physicians’ 
Service. 


1 


= 


Work of the Special Committee on Medical 
Plans: In 
Dukes. 

California Physicians’ Service: Program to Date.— 
T. Henshaw Kelly, Chairman, California Physicians’ 
Service Executive Committee. 


Service 
Retrospect.—President-Elect Charles A. 


Plans of California Physicians’ Service.—Morton R. Gib- 
bons, Medical Director, California Physicians’ Service. 

Health Service Bills before California Legislature Now 
in Session.—Junius B. Harris, Chairman, California 
Medical Association Committee on Public Policy and 
Legislation. 

Question Box Period. 
(An informal discussion and exchange of views. Ques- 


tions sent in on the reply blanks will be taken up. Other 
queries from the floor.) 


oe: # 


Part III—LUNCHEON RECESS 
2:30-2:00 p. m.—(Delegates will be the guests of the Cali- 
fornia Medical Association. Luncheon will be served in 
the mezzanine balcony. Members of committees are re- 
quested to take places at the same tables.) 


:30 p.m.—Meeting of Administrative Members of the Cali- 
fornia Physicians’ Service. (Place of meeting will be 


» 


announced by Doctor Kilgore.) 
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Part IV—SPECIAL REPORTS 
2:00 p m.—(Ten-Minute Progress Reports.) 

Concerning Proposed Laws, Now Before the California 
Legislature.—Junius B. Harris, Chairman, Committee 
on Public Policy and Legislation. 

California State Board of Public Health: Pending Legis- 
lation.—Howard Morrow, President of the Board of 
Public Health. 

California State Board of Medical Examiners: Pending 
Legislation.—William R. Molony, Sr., President of the 
3oard, 


Del Monte Annual Session: May 1-4, 1939.—J. Homer 
Woolsey, Member, Committee on Scientific Work. 

Department of Public Relations.—George G. Reinle, 
Chairman. 

Cancer Commission.—Otto H. Pflueger, Secretary. 
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PART V—REPORTS OF STANDING AND SPECIAL 
(Five-Minute Progress Reports) 
Standing Committees 
Associated Societies and Technical 
3arrow, Chairman. 
Health and Public Instruction—Fred B. Clarke, Chairman. 
History and Obituaries—Frank R. Makinson, Chairman. 
Hospitals, Dispensaries, and Clinics—W. Earl Mitchell, 
Chairman. 
Industrial Practice—Philip Stephens, Chairman. 
Medical Defense—George G. Reinle, Chairman. 
Medical Economics—John H. Graves, Chairman. 
Medical Education and Medical Institutions- 
Chandler, Chairman. 
Membership and Organization—George D. Maner, Chair- 
man. 
Postgraduate Activities—John C. Ruddock, Chairman. 
Publications—Ralph Eusden, Chairman. 


CoM MITTEES 


Groups — John V. 


Loren R. 


Special Committees 

Subcommittee on Pneumonia Control—Roy Thomas, Chair- 
man. 

Report of Special Committee on Cancer Exhibit at Golden 

Gate International Exposition—T. Henshaw Kelly, 

Chairman. 


Report of Committee on County Hospitals—Louis Packard, 
Chairman. 


Report of Committee on Farm Bureau Conferences—Henry 
S. Rogers, Chairman. 

Report of Committee on Animal Experimentation—Philip K. 
Gilman, Chairman. 

Report of Committee on Venereal Diseases—Howard Mor- 
row, Chairman. 

Report of Committee on Basic Science Law—George H. 
Kress, Chairman. 

Hit: 

Part VI—QUESTION-Box Hour: “THE GoopD OF THE ORDER” 
If time permits, and until adjournment hour is reached, 

the remainder of the session will be given over to ques- 

tions on matters pertinent to ‘“‘The Good of the Order.” 

(May be state, county, local, or other nature.) 





SENATE BILL NO. 1128* 


An act to amend the title and Section 3 of, and to add Ar- 
ticles 11 to 16, inclusive, comprising Sections 151 to 
358, inclusive, to the Unemployment Reserves Act, re- 
lating to a system of health insurance within the system 
of unemployment reserves. 


The people of the State of California do enact as follows: 
Section 1. The title of the Act cited in the title hereof is 
hereby amended to read as follows:... 
ARTICLE 11. HEALTH INSURANCE, GENERALLY 


Sec. 151. The provision of Articles 11 to 16 of this Act 
establish and provide for a plan of compulsory health insur- 
ance integrated with the system of unemployment insur- 
ance, together with plans of voluntary health insurance for 
which provision is made herein. ... 


ARTICLE 15. ORGANIZATION OF MEDICAL SERVICES 
Sec. 300. All licensed physicians and surgeons may reg- 


ister under the Health Insurance Code for the purpose of 


* For editorial comment, see page 170. 
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entering into contracts with the State as independent con- 
tractors for rendering medical services to service benefi- 
ciaries and their dependents. 


Sec. 301. A service beneficiary may select any licensed 
physician and surgeon registered under this code for the 
purposes of securing general practitioner services for him- 
self and his dependents. Every licensed physician and sur- 
geon registered under this code is entitled to reject any 
service beneficiary and his dependents. 

Sec. 302. Every registered physician and surgeon upon 
accepting a service beneficiary shall, until a change is made 
by him, or by the service beneficiary, be charged with the 
supervision of the health of the service beneficiary and his 
dependents and shall be obliged to render general practi- 
tioner services if and when such services are needed by the 
servic beneficiary and his dependents. 


Sec. 303. Service beneficiaries failing to exercise their 
right to choose a licensed physician and surgeon registered 
under this code shall be assigned a registered physician and 
surgeon who has indicated himself as desirous of additional 
service beneficiaries for his list. At all times a service 
beneficiary shall be on the medical list of a licensed physician 
and surgeon registered under this code. 


Sec. 304. A licensed physician and surgeon registered 
under this code shall receive remuneration to be determined 
by the number of service beneficiaries upon his medical list. 
The maximum number of service beneficiaries shall be de- 
termined by the governing authority after consultation with 
the advisory council. 


Sec. 305. X-ray and laboratory services shall be per- 
formed by public laboratories and approved private labora- 
tories which have contracted to render services at stipulated 
rates comparable to the costs of efficiently operated public 
laboratories. 


Specialist and consultant services shall be rendered in 
public diagnostic centers which diagnostic centers shall be 
organized in various places throughout the State as ad- 
juncts to selected public hospitals in the area. Specialist 
and consultant services may also be rendered in approved 
private diagnostic centers which are adjuncts to selected 
public hospitals or which are adjuncts to approved private 
hospitals rendering hospitalization services under this code. 
Approved private diagnostic centers and approved private 
hospitals shall be compensated in accordance with contracts 
prescribing the compensation at stipulated rates comparable 
to costs of efficiently operated public diagnostic centers and 
public hospitals. 


Emergency specialist and consultant services shall be 
provided in accordance with the rules and regulations estab- 
lished by the medical director. 


Sec. 306. Remuneration for all services not otherwise 
provided for in this code shall be fixed by the governing 
authority after consultation with the advisory council. 


Sec. 307. Drugs and medicaments may be purchased from 
any pharmacy which has agreed to sell them at. prices fixed 
by the governing authority. 

Sec. 308. Service beneficiaries, notwithstanding the pro- 
visions of the foregoing sections, may choose any group 
unit of licensed physicians and surgeons who have asso- 
ciated themselves into a unit registered under this code for 
the purpose of providing medical services in accordance 
with the standards established pursuant to the code. 

A registered group unit of licensed physicians and sur- 
geons shall receive compensation under the supervision of 
the Medical Director upon the basis of a fixed amount per 
annum for the number of service beneficiaries upon its list, 
the amount of which to be dependent upon the scope of the 
medical services rendered to service beneficiaries by the 
group unit. 

ARTICLE 16. ADMINISTRATION 


Sec. 350. There is established in the Department of Em- 
ployment a Bureau of Medical Service. 
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Sec. 351. The unemployment compensation benefit sery- 
ice of the Department of Employment shall collect, account 
for, prepare the records, and do the disbursing for the 
Bureau of Medical Service. 

Sec. 352. The administration of the Bureau of Medical 
Service shall be vested in a director to be known as the 
Medical Director, who shall be appointed under the civil 
service by the governing authority of the department. 

The Medical Director shall be assisted by an advisory 
council appointed by the Governor, which advisory council 
shall in all cases comprise three representatives of labor 
selected from panels presented by bona fide state-wide labor 
organizations in the State, and two representatives of em- 
ployers selected from panels presented by bona fide em- 
ployer organizations of the State. 

When serving as an advisory council to the Bureau of 
Medical Service, there shall be added to the council a rep- 
resentative of the medical schools selected from a panel pre- 
sented by the bona fide medical schools in the State, and a 
licensed physician and surgeon selected from a panel pre- 
sented by the licensed physicians and surgeons registered 
under the code. 

Sec. 353. The Medical Director appointed under civil 
service shall be a licensed physician and surgeon who has 
had at least ten years in the active practice of medicine. 

Sec. 354. The State shall be divided into medical service 
districts, each of which shall be in charge of a district medi- 
cal supervisor selected in accordance with the State Civil 
Service Act. The district medical supervisors shall be 
licensed physicians and surgeons who have had at least five 
years in the active practice of medicine. 

Sec. 355. In each district there shall be established a 
panel committee selected by the licensed physicians and 
surgeons registered under the code, which committee shall 
serve in an advisory capacity to the district medical super- 


visors. The panel committees in each district shall, by post- 
card ballot, select the panel from which the Governor shall 
select a representative to represent the licensed physicians 
and surgeons registered under this code upon the advisory 
council, 


In addition, in each medical service district, panel com- 
mittees shall be established, consisting of representatives of 
professional groups engaged in rendering medical service 
benefits under the provisions of the Health Insurance Code, 
and they shall likewise be entitled to select the panel by 
post-card ballot election, from which the Governor may 
appoint a representative upon the advisory council. 

Sec. 356. The Medical Director may establish a Bureau 
of Accounting and Efficiency for the purpose of making cost 
analyses and determining the most efficient method of or- 
ganizing and administering the system of medical services 
established under this code. 


Sec. 357. The governing authority after consultation with 
the Medical Director and the advisory council shall prepare 
rules and regulations governing the administration of dis- 
ability unemployment benefits and medical benefits. 

Sec. 358. The Medical Director after consultation with 
the advisory council shall prepare rules and regulations 
governing disciplinary action to be taken in regard to all 
individuals and their dependents insured under the p 
visions of this code, licensed physicians and surgeons reg- 
istered under this code, and any other person or group of 
persons rendering services under this code who are guilty 
of violating their obligations in respect to disability, uu- 
employment benefits and medical benefits. 

Rules and regulations governing disciplinary action 
against any individual against whom disciplinary action may 
be taken under this section shall in all cases make provision 
for both a hearing and consultation with the proper panel 
committee before any recommendation may be made by a 
district medical officer and shall permit actual deprivation 
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of privileges only by the Medical Director and only after 
consultation with the advisory council and an appellate 
body, one member of which shall be a member of the pro- 
fessional or technical group to which the person accused 
belongs, has conducted a review relative to the district 
recommendation. 


HOTEL AND AUTOMOBILE COURT RATES 
FOR DEL MONTE ANNUAL SESSION 


Seventeen 


Pacific Grove 4 Mile Drive 


scenmneny 
Peninsu 
Country jy 
Club 


‘ 
of eo ws 
‘Monterey? 


San Francisco 


Hotel rates of the hotels at Del Monte and on the Mon- 


terey Peninsula were given in the February issue, on pages 
137 and 138. 


Additional information concerning location of automobile 
courts appears below. 


With the large attendance in prospect for the May 1-4, 
1939, annual session meetings at Del Monte, hotel reser- 
vations in advance are advised. 


Seventeen-Mile Drive Auto Court 


The Seventeen-Mile Drive Cottage Court is located at 
the entrance to the Seventeen-Mile Drive, and rates are 
$1 and up per day. Fred W. Workman, Manager, Corner 
Sinex Street and Seventeen-Mile Drive, Pacific Grove, 
California. P. O. Box, 529. Telephone, Monterey, 6552. 
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Mikel’s Cottages 


Mikel’s Cottages are located in Pacific Grove, and the 
rates run $2 single, $2.50 double, and up. Mikel’s Cottages 
are de luxe, quiet and homelike, located in the pines. 
N. Mikel, Owner, 1073 Lighthouse Avenue, Pacific Grove, 
California. Telephone, 8860. 
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Pine Oak Auto Court 


The Pine Oak Auto Court is located one-half mile east 
of Del Monte, and has cottages from $1 up; their ac- 
commodations all have nice beds and practically all are 
equipped with showers. D. C. Cooper, Manager, 2149 
Fremont Street, East Monterey, California. Telephone, 
Monterey 5288. 
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C.M. A. DEPARTMENT OF 
PUBLIC RELATIONS** 


CALIFORNIA LEGISLATURE—FIFTY-THIRD 
SESSION 


List of proposed statutes having a relationship to medical 
practice and public health activities, submitted in the month 
of January, 1939, is given below. February, by law, is a 
constitutional recess, and the Legislature is not in session. 
The final session opens on March 6. 

Members of the California Medical Association may well 
glance over the list which follows. 

The letters “A. B.” mean Assembly Bill. The names of 
the Assemblyman or Assemblymen who introduced the 
bill are also given. The letters “S. B.” mean Senate Bill. 

Members who desire copies of certain bills may write 
to the California State Printer, Sacramento; or to Joseph 
A. Beek, Secretary of the California Senate, Sacramento; 
or to J. C. Greenburg, Clerk, California Assembly, Sacra- 
mento, giving always the number of the bill desired and 
stating whether it is an Assembly or Senate bill. 


Board of Health 
(Nine Bills) 

A. B. 1215, by Rosenthal, by request (referred to Com- 
mittee on Public Health and Quarantine). Places Director 
of Public Health in charge of Department and gives him all 
of duties of State Board of Public Health. 

A. B. 1216, by Rosenthal, by request (referred to Com- 
mittee on Public Health and Quarantine). Establishes 
State Board of Public Health to act solely in advisory 
capacity. Fixes salary of Director at $10,000 per year. 

A. B. 2107, by Dills (referred to Committee on Govern- 
mental Efficiency and Economy). Identical with A. B. 1215. 

A. B. 2108, by Dills (referred to Committee on Govern- 
mental Efficiency and Economy). Identical with A. B. 1216. 

S. B. 1054, by Kenny and Shelley (referred to Committee 
on Public Health and Quarantine). Identical with A. B. 
1215. 

S. B. 1055, by Kenny and Shelley (referred to Committee 
on Public Health and Quarantine). Identical with A. B. 
1216. 

S. B. 1217, by Powers (referred to Committee on Public 
Health and Quarantine). Requires health officers to report 
epilepsy. 

S. B. Bills 1043 and 1044, by Nielsen (referred to Com- 
mittee on Public Health and Quarantine). Requires health 
officers to report epilepsy. 


Chiropody 
(Four Bills) 

A. B. 531, by Gannon (referred to Committee on Medical 
and Dental Laws). Requires one year of prechiropodical 
work of college grade. 

A. B. 532 by Gannon (referred to Committee on Medical 
and Dental Laws). Relates to advertising. 

S. B. 1083, by Jesperson (referred to Committee on Pub- 
lic Health and Quarantine). Identical with A. B. 531. 

S. B. 1084, by Jesperson (referred to Committee on Pub- 
lic Health and Quarantine). Identical with A. B. 532. 


Chiropractors 
(One Bill) 


A. B. 2176, by Reaves (referred to Committee on State 
Colleges). Relates to courses of instruction at Fresno State 
College, providing for instruction in advanced chiropractic 
and in school nursing, and making an appropriation. 


Codes 
(One Bill) 

S. B. 657, by Mixter and Foley (referred to Committee 
on Public Health and Quarantine). Establishes a Health 
and Safety Code. 

Compensation Act 
(Seventeen Bills) 

A. B. 419, by Rosenthal (referred to Committee on Labor 
and Capital). Adds persons on unemployment work relief 
program to definition of ‘‘employee.” 


+ The complete roster of the Committee on Public Re- 
lations is printed on page 2 of the front advertising section 
of each issue. Dr. George G. Reinle of Oakland is the 
chairman and Dr. George H. Kress is the secretary. Com- 
ponent county societies and California Medical Association 
members are invited to present their problems to the com- 
mittee. All communications should be sent to the director of 
the department, Dr. George H. Kress, Room 2004, Four Fifty 
Sutter Street, San Francisco. 

* For additional Comment in this issue, see page 247 (first 
column). 
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A. B. 499, by Tenney (referred to Committee on Insur- 
ance). Increases benefits. 

A. B. 500, by Tenney and Dills (referred to Committee 
on Insurance). Similar to A. B. 419. 

A. B. 640, by Sawallisch (referred to Committee on In- 
surance). Adds pneumonia and heart trouble to “injuries” 
of police, fire and forestry department members for com- 
pensation awards. 

A. B. 724, by Donnelly (referred to Committee on Labor 
and Capital). Excludes sheep shearers from definition of 
“employee.” 

A. B. 958, by Tenney (referred to Committee on Insur- 
ance). Amends Compensation Act, relating to inspection 
of medical records. 

A. B. 1519, by Atkinson (referred to Committee on Insur- 
ance). Relates to payments. 

A. B. 1520, by Atkinson (referred to Committee on Insur- 
ance). Inspection of x-ray films, reports, hospital and 
doctors’ records, clinical, laboratory and other tests. 

A. B. 1522, by Atkinson (referred to Committee on Insur- 
ance). Relates to disability. 

A. B. 1526, by Atkinson (referred to Committee on Insur- 
ance). Brings farm employees under definition of “em- 
ployee.” 

A. B. 1531, by Atkinson (referred to Committee on Insur- 
ance). Brings domestics and newsboys under definition of 
“employee.” 

A. B. 1696, by Gilbert (referred to Committee on Unem- 
ployment). Benefits for injured relief workers. 

A. B. 2177, by Reaves (referred to Committee on Insur- 
ance). Employee entitled to select, without restraint, any- 
one licensed to treat in any manner the type of injury 
which he has sustained. 

A. B, 2253, by Pelletier (referred to Committee on Insur- 
ance). Brings newspaper vendors under definition of 
“employee.” 

S. B. 250, by Foley (referred to Committee on Labor and 
Capital). Identical with A. B. 958. 

S. B. 349, by Keating (referred to Committee on Labor 
and Capital). Relates to medical evidence in proceedings 
before Industrial Accident Commission. 

S. B. 598, by Westover (referred to Committee on Labor 
and Capital). Relates to claims for Workmen’s Compensa- 
tion by State agencies. 

Dentistry 
(Ten Bills) 

A. B. 1493 and A. B. 1494, by Meehan (referred to Com- 
mittee on Medical and Dental Laws). Relates to the defi- 
nition of dentistry. 

A. B. 1707 and A. B. 1708, by Johnson (referred to Com- 
mittee on Hducation). Relates to absence of pupils from 
school for dental services. 

A. B. 1766, by Cronin (referred to Committee on Medi- 
cal and Dental Laws). Requires applicants for licenses 
to practice dentistry to be citizens of U.S. A. 

A. B. 1826 and A. B. 1827, by Hugh M. Burns and Cronin 
(referred to Committee on Medical and Dental Laws). 
Relates to registration of dentists and dental hygienists. 

A. B. 2189, by Cronin (referred to Committee on Medical 
and Dental Laws). Relates to qualifications for practice 
of dentistry. 

S. B. 989 and S. B. 990, by Carter (referred to Committee 
on Public Health and Quarantine). Relates to Dental 
Corporation of California, its organization, membership, 
government and powers, the practice of dentistry and 
dental hygiene. 

Dispensing Opticians 
(Four Bills) 

A. B. 516, by Cronin (referred to Committee on Medical 
and Dental Laws). Establishes State Board of Dispensing 
Opticians. 

A. B. 517, by Cronin (referred to Commmittee on Medical 
and Dental Laws). Relates to the business of dispensing 
optician. 

A. B. 1666, by Sawallisch (referred to Committee on 
Medical and Dental Laws). Relates to persons engaged in 
and training for the vocation of optical dispensing. 

S. B. 1226, by Jerperson (referred to Committee on Gov- 
ernmental Efficiency). Identical with A. B. 1666. 


Health and Hospital Insurance 
(Fifteen Bills) 

A. B. 610, by Kepple (referred to Committee on Judiciary 
Codes). Relates to hospitals eligible to enter into contracts 
under nonprofit hospital service plans. 

A. B. 1573, by Hugh M. Burns (referred to Committee on 
County Government). Relates to care and treatment at 
county expense of persons requiring the same. 

A. B. 1711, by Johnson (referred to Committee on Insur- 
ance). Relates to insurance corporations issuing hospital- 
ization, medical and dental benefits. 

A. B. 1712, by Johnson (referred to Committee on Insur- 
ance). Nonprofit hospital service plans. 
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A. B. 2101, by Desmond (referred to Committee on In- 
surance). Relates to powers of boards of supervisors to 
adopt a system of life, health and accident insurance for 
the benefit of county employees and to pay the whole or 
any part of the premiums thereof. 

A. B. 2103, by Desmond (referred to Committee on In- 
surance). Same provisions of A. B. 2101 to apply to gov- 
erning bodies of school districts, municipal corporations, 
political subdivisions, public corporations and other public 
agencies of the State of California. 

A. B. 2172, by Rosenthal, Atkinson, Dills, Gilmore, Cas- 
sidy, Kilpatrick, King, Del Mutolo, Collins, Hawkins, Gil- 
bert, Gallagher, O’Day, Richie and Voigt (referred to 
Committee on Unemployment). Provides a system of 
health insurance within the system of unemployment re- 
serves. 

A. B. 2349, by Sheridan (referred to Committee on In- 
surance). Relates to forms of disability insurance policies 
which may be issued. 

A. B. 2494, by Garland (referred to Committee on Insur- 
ance). Provides for regulation of insurance against the 
need for medical and hospital service. 

A. B. 2501, by Garland (referred to Committee on Insur- 
ance). Companion measure to A. B. 2494. 

S. B. 548, by Hollister (referred to Committee on Insur- 
ance). Relates to nonprofit hospital and health service 
plans. 

S. B. 551, by Hollister (referred to Committee on Labor 
and Capital). Amends Labor Code to provide statewide 
system of health insurance. 

S. B. 1128, by Kenny and Shelley (referred to Committee 
for Social Security, Pensions and Relief). Identical with 
A. B. 2172. 

S. B. 1171, by Nielsen (referred to Committee on Gov- 
ernmental Efficiency). Identical with A. B. 2103. 

S. B. 1172, by Nielsen (referred to Committee on County 
Government). Identical with A. B. 2101. 


Hospitals 
(Three Bills) 

A. B. 1727, by Pelletier (referred to Committee on Judi- 
ciary General). Relates to hospital records. 

A. B. 2385, by Meehan (referred to Committee on Hos- 
pitals and Asylums). Provides for inspection and regula- 
tion of private hospitals, sanitariums, homes for orphan 
children, nursing homes, homes for aged persons and simi- 
lar institutions. 

A. B. 2499, by Garland (referred to Committee on Social 
Service and Welfare). County hospital bill. 


Health Officers 
(Two Bills) 

A. B. 444, by Evans (referred to Committee on Public 
Health and Quarantine). Relates to city and county health 
officers). 

A. B. 2367, by Hugh M. Burns (referred to Committee 
on County Government). Relates to powers and duties of 
county health officers. 

Insane 
(Eighteen Bills) 

A. B. 719, by Lore, Doyle, Lyon and Tenney (referred to 
Committee on Social Service and Welfare). To provide an 
institution for the confinement, care, training and rehabili- 
tation of defective or psychopathic delinquents. 

A. B. 2323, by Daley, Cassidy, Massion, Voigt, O’Day, 
Andreas and Richie (referred to Committee on Hospitals 
and Asylums). Designates Department of Institutions and 
the director thereof as the Department of Mental Hygiene 
and Director of Mental Hygiene and providing for his 
qualifications. 

A. B. 2324, by Daley, Cassidy, Massion, O’Day, Voigt, 
Andreas and Richie (referred to Committee on Hospitals 
and Asylums). Amends code relating to epileptic and 
feeble-minded persons. 

A. B. 2325, by Daley, Cassidy, Massion, O’Day, Voigt, 
Andreas and Richie (referred to Committee on Hospitals 
and Asylums). Relates to persons employed in State 
hospitals. 

A. B. 2326, by Daley, Cassidy, Massion, O’Day, Richie, 
Andreas and Voigt (referred to Committee on Hospitals 
and Asylums). Relates to notice to creditors. 

A. B. 2327, by Cassidy, Massion, O’Day, Richie, Andreas, 
Voigt and Daley (referred to Committee on Hospitals and 
Asylums). Relates to insane and incompetent persons. 

A. B. 2328, by Cassidy, Massion, Richie, Andreas, O'Day, 
Voigt and Daley (referred to Committee on Hospitals and 
Asylums). Relates to insane defendants in criminal cases. 

A. B. 2331, by Cassidy, Massion, Richie, O’Day, Andreas, 
Voigt and Daley (referred to Committee on Hospitals and 
Asylums). Relates to private institutions for the care of 
insane or incompetent persons. 

A. B. 2334, by Cassidy, Massion, O’Day, Richie, Andreas, 
Voigt and Daley (referred to Committee on Hospitals and 
Asylums). Relates to support of persons confined in State 
hospitals. 
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A. B. 2335, by Cassidy, Massion, O’Day, Voigt, Andreas, 
Richie and Daley (referred to Committee on Hospitals and 
Asylums). Relates to transfers of inmates between State 
homes for feeble-minded and to support of inmates so 
transferred. 

A. B. 2336, by Cassidy, Massion, O’Day, Richie, Andreas, 
Voigt and Daley (referred to Committee on Hospitals and 
Asylums). Relates to the acute psychiatric hospital. 

A. B. 2337, by Cassidy, Massion, Richie, O’Day, Andreas, 
Voigt and Daley (referred to Committee on Hospitals and 
Asylums). Relates to insane persons. 

A. B. 2603, by Cronin (referred to Committee on Govern- 
mental Efficiency and Economy). Appointment of Secre- 
tary of Department of Institutions as guardian or adminis- 
trator. 

S. B. 382, by Kenny (referred to Committee on Social 
Security, Pensions and Relief). Relates to maintenance of 
persons mentally disordered and bordering on insanity but 
not dangerously insane. 

S. B. 524, by Kenny (referred to Committee on Hospitals 
and Asylums). Companion measure to A. B, 719. 

S. B. 526, by Kenny (referred to Committee on Hospitals 
and Asylums). Relates to private institutions for mentally 
ill or deranged persons. 

S. B. 769 and S. B. 770, by Deuel (referred to Committee 
on Judiciary). Relates to the plea of insanity and proof 
thereunder. 

Medical Practice Act 
(Seventeen Bills) 

A. B. 437, by Doyle (referred to Committee on Medical 
and Dental Laws). Relates to signs and advertisements in 
connection with the practice of medicine. 

A. B. 438, by Doyle (referred to Committee on Medical 
and Dental Laws). Relates to disciplinary proceedings 
within the chapter on medicine. 

A. B. 449, by Gannon (referred to Committee on Medical 
and Dental Laws). Relates to citizenship of applicants to 
practice medicine. 

A. B. 468, by Cronin (referred to Committee on Medical 
and Dental Laws). Relates to the practice of medicine 
and surgery by graduate students and internes. 

A. B. 469, by Cronin (referred to Committee on Medical 
and Dental Laws). Relates to false and untrue statements 
by licensed persons. 

A. B. 470, by Cronin (referred to Committee on Medical 
and Dental Laws). Relates to peace officers. 

A. B. 477, by Massion (referred to Committee on Medical 
and Dental Laws). Relates to unprofessional conduct in 
the practice of medicine and use of title “Doctor” or “Dr.” 

A. B. 478, by Johnson (referred to Committee on Medical 
and Dental Laws). Relates to the scope of practice of 
medicine and surgery permitted under a drugless practi- 
tioner’s certificate. 

A. B. 479, by Johnson (referred to Committee on Govern- 
mental Efficiency and Economy). Relates to bonds for 
costs in actions upon disciplinary orders. 

A. B. 484, by Kepple (referred to Committee on Medical 
and Dental Laws). Relates to remedies for the enforce- 
ment of the chapter on medicine. Injunction may be 
granted. 

A. B. 496, by Massion (referred to Committee on Medical 
and Dental Laws). Relates to the use of the term “drug- 
less practitioner.” 

A.B. 511, by Johnson (referred to Committee on Edu- 
eation). Relates to colleges and seminaries of learning. 

A. B. 1505, by Gannon (referred to Committee on Medical 
on Dental Laws). Relates to unprofessional conduct. 

A, B. 2745, by Johnson, by request (referred to Com- 
mittee on Medical and Dental Laws). Relates to a review 
of disciplinary action of the Board of Medical Examiners. 

S. B. 234, by Quinn (referred to Committee on Public 
Health and Quarantine). Relates to graduates of Canadian 
medical schools. 

S. B. 913, by Hollister (referred to Committee on Judi- 
ciary). Relates to sale of degrees, certificates and tran- 
scripts connected with the treatment of the sick or afflicted. 

S. B. 1182, by Carter (referred to Committee on Govern- 
mental Efficiency). Adds to Business and Professions Code. 
Relates to judicial review. 


Narcotics 
(Seven Bills) 
A. B. 2212, 2213, 2319, 2322, 2463, 2482, 2606. 


Naturopathy 
(Two Bills) 

A. B. 1208, by Voigt, Gilbert, Pelletier, Reaves and 
Richie (referred to Committee on Medical and Dental 
Laws). Regulates persons engaged in and training for the 
practice of naturopathy and the schools instructing persons 
to engage therein. . 

A. B. 2315, by Gilmore (referred to Committee on Medi- 
cal and Dental Laws). Relates to the raising of educa- 
tional qualifications of the drugless practitioner. 
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Nursing 
(Six Bills) 

A. B. 563, by Fulcher (referred to Committee on Medical 
and Dental Laws). Practical Nursing Act. 

A. B. 564, by Fulcher (referred to Committee on Govern- 
mental Efficiency and Economy. Relates to the Board of 
Practical Nurse Examiners. 

A. B. 619, by Cronin, Hugh M. Burns, Poulson, Meehan, 
Field, Call, Robertson, Sawallisch, Allen, Redwine, Daley 
and Eleanor Miller (referred to Committee on Medical and 
Dental Laws). Establishes Board of Nurse Examiners. 

A. B. 620, by same authors as A.B. 619 (referred to 
Committee on Medical and Dental Laws). Nursing Prac- 
tice Act. 

S. B. 960, by Kenny and Biggar (referred to Committee 
on Governmental Efficiency). Identical with A. B. 619. 

S. B. 961, by Kenny and Biggar (referred to Committee 
on Public Health and Quarantine). Identical with A. B. 


9 
620. Optometry 


(Five Bills) 

A. B. 1718, by George P. Miller (referred to Committee 
on Medical and Dental Laws). Relates to the advertising 
of glasses and of optometry. 

A. B. 1720, by Redwine (referred to Committee on Medi- 
cal and Dental Laws). Relates to registered optometrists. 

A. B. 2627, by Lyon (referred to Committee on Govern- 
mental Efficiency and Economy). Relates to admission to 
the practice of optometry. 

A. B. 2628, by Lyon (referred to Committee on Govern- 
mental Efficiency and Economy). Relates to disciplinary 
actions under the chapter on optometry. 

A. B. 2633, by George P. Miller (referred to Committee 
on Governmental Efficiency and Economy). Relates to 
offenses against the chapter on optometry. 


Osteopathy 
(One Bill) 
A. B. 2346, by Daley (referred to Committee on Educa- 
tion). Relates to health and development certificates. 


Pharmacy and Drugs 
(Twenty-three Bills) 
A. B. 450, 472, 689, 1018, 1019, 1067, 1131, 
1574, 1695, 1830, 2080, 2441, 2722. 
S. B. 517, 792, 817, 818, 819, 820, 1208, 1215. 


1147, 1177, 


Radio Advertising 
(One Bill) 
A. B. 666, by Gilbert (referred to Committee on Crime 
Problems). Relates to false advertising by radio and pro- 
viding penalties for violation thereof. 


Physically Defectives 
(Seven Bills) 
A. B. 1068, 1069, 1070, 1071, 2112, 2338. S. B. 658. 


Public Medical Care 
(One Bill) 

A. B. 1874, by Del Mutolo (referred to Committee on 
Medical and Dental Laws). An act to promote the public 
health by providing for public medical care, including 
medical, dental, nursing, hospital, pharmaceutical and 
therapeutic appliance care for needy persons; providing 
for the apportionment of the cost of such medical care be- 
tween the State and the counties and providing for the 
administration and enforcement thereof, 


Sales Tax 
(Six Bills) 
A. B. 10 and A. B. 11, by Rosenthal (referred to Com- 
mittee on Ways and Means). Exempts medicines. 
A. B. 33 and A. B. 34, by Houser (referred to Committee 
on Revenue and Taxation). Exempts medicines. 
A. B. 235 and A. B. 236, by Redwine (referred to Com- 
mittee on Revenue and Taxation). Exempts orthopedic 


supplies. 
Tuberculosis 


(Six Bills) 

A. B. 1117 and 1118, by Daley (referred to Committee on 
Social Service and Welfare). Relates to grants in aid for 
persons afflicted with tuberculosis, 

A. B. 1184, by Lore (referred to Committee on Ways and 
Means). Appropriation for Bureau of Tuberculosis, De- 
partment of Health, for purpose of conducting a survey as 
to the prevalence of tuberculosis among persons on relief. 

A. B. 1307, by Gilbert and Andreas (referred to Com- 
mittee on Social Service and Welfare). Relative to aid for 
convalescing tuberculous persons. 

A. B. 1964, by Garland (referred to Committee on Edu- 
cation). Relates to physical examinations of teachers for 
active tuberculosis. 

S. B. 696, by Mixter (referred to Committee on Educa- 
tion). Companion measure to A. B. 1964. 


(Continued on Page 217) 
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CALIFORNIA LEGISLATURE, 1939—FIFTY-THIRD SESSION 


Query: Have you sent the number of your Assembly District to the central office? In the roster of Assembly- 
men, given below, do you know the name of the Assemblyman in whose district you live? 


MEMBERS OF THE ASSEMBLY AND ADDRESSES—CALIFORNIA LEGISLATURE—FIFTY-THIRD SESSION 1939 


Sacramento 
Party District Home Address Address 


Hotel Sacramento 


Name Occupation 
Allen, Don A. seoee---seeee ENGineer 
Andreas, Godfrey A, -Orange Grower . 
Atkinson, Maurice E. ........Journalist 
ee 
Bennett, F. Ray .Attorney 
Burns, Hugh M. .... -Funeral Director ... 
Burns, Michael J. ...............Master Mechanic ... 
Burson, Roscoe W. ..........-- TR ica inecensessciins 


Call, Harrison William .....Attorney .. 

Carlson, Arthur W. ........ .-Attorney 

Cassidy, James M. ..............] 

Clarke, George A. ........ 

Collins, George D., Jr. 

Corwin, Gordon W. . J 

eee RI Essence OY incessccsisesesesnevcssonecets 

Crowley, Ernest C. ............../ I sicctetsansinvenmacinpssisiell 

Daley, Jeanette E. -Contractor . 

Del Mutolo, M. G. . Attorney 

Desmond, Earl D. Attorney-Farmer 

Dills, Ralph C. ............ -Teacher 

Dilworth, Nelson S. .Farmer .... 

Donnelly, Hugh P. .. .Insurance 

Doyle, Thomas J. ............... Business Manager-Retired 
Railway Conductor 

a Re | ee ADCOURERTE crececcececcceesscccosceee 


Field, C. Don Trucking Contractor 
Fulcher, Clinton J. ~Garage .. 

Gallagher, Dan .~Drayman 

Gannon, Chester F. ~Attorney .......... 
Garland, Gordon H. .Citrus Grower- ‘Farmer . 
Gilbert, Wilbur F. .. ..Mechanical Engineer 
Gilmore, Joseph P.. .............Secretary 

Green, Robert Miller Attorney 


Hawkins, Augustus F. .....Business .......... cinuieeian 
Heisinger, S. L. ........... .Farmer- -Poultryman. . 
Houser, Frederick F. ........../ Attorney 


Johnson, Gardiner ............../ Attorney 


Kellems, Jesse Randolph..Minister ... 
Kepple, Gerald C. .......... Attorney .... 
Kilpatrick, Vernon -Publisher .. 

King, Cecil R. .......... .Merchant .. 
Knight, T. Fenton .. Rancher .... 
Kuebel, Thomas H. ............/ i , 


Leonard, Jacob M. .............. Commaced Secretary waite 
Lore, Elmer E. i ‘J 
PN, ATONE OY peciccennicccrn ID ssiccicacterecictimintinimisevenstec 


Maloney, Thomas A. .......... Insurance 
Massion, Jack ...Druggist 

Meehan, Henry P. ..Insurance Broker 
Miller, Eleanor ... Teacher 

Miller, George P. ... ..Civil Engineer .. 
Millington, Seth ..... ..Lawyer 

O'Day, Edward F. . ..Attorney 
O'Donnell, John H. .. .-Attorney 

Peek, Paul Attorney ... 
Pelletier, John B. Research . 

Phillips, James H --Attorney .... 
Poulson, Norris aon 

Reaves, Fred ....... Engineer 
Redwine, Kent H. ..Attorney 

Richie, Paul A. ” a 

Robertson, Alfred. Ww. ..Attorney 
Rosenthal, Ben Attorney 

Salsman, Byrl R. .................Attorney ..... 
Sawallisch, Harold F, .......Attorney 

Scudder, Hubert B. ............Insurance-Real Estate 
Sheridan, Bernard A, . f 

Stream, Charles W. 

Tenney, Jack B, .................Attorney 

Thorp, James E. .... OE inccnncancsinnes i 
Thurman, Allen G. Newspaperman .... 
Turner, Rodney L., ............ Farmer 

Voigt, Ernest O. ................-Real Estate 
Walker, Clarence R. ..........Farmer 

Waters, Frank J., JP, 2... LAWYEP ........c.--..000 
Watson, Clyde A. ....Orange Grower 
Weber, Charles M. . ecceseseeeeeeeCivil Engineer-Farmer.... 
Weybret, Fred Retired 
Williamson, Ray ...............+-4 Attorney .. 
Wollenberg, Albert C, .....Attorney ...... 


Yorty, Samuel William .....Manufacturing 


1226 W. 30th Street, Los Angeles 
515 W. 17th St., Upland 
906 Obispo Ave., Long Beach 
250 Live Oak, Glendora... canescens 
5041 Gafford Street, Los ‘Angeles. 
2055 San Joaquin Street, Fresno... ..Hotel Senator 
1644 Summer Street, Eureka ..3135 42nd Street 
Fillmore -Hotel Sacramento 
Eaton Drive, Redwood City. -Hotel Sacramento 
Piedmont Hotel Senator 
1520 89th Avenue, Oakland Hotel Lenhart 
Rt. 1, Box 54, Le Grand... ...Hotel Berry 
1456 Union Street, San Francisco Elks Club 
749 Chestnut Avenue, Redlands... ..Hotel Sacramento 
1424 5th Avenue, San Francisco Hotel Senator 
Suisun eaibiicnapiadaninneens 


4430 Boundary Street, San Diego.. Saute siieieianns 
1731 Glen Una Way, San JoOsS6.................sce-eccescseeee Hotel Berry 
2022 22nd Street, Sacramento 2022 22nd Street 
1505 N. Spring Street, Compton... 514-A 13th Street 
119 N. Buena Vista Street, Hemet. 
114 Lyons Avenue, Turlock 


"2405 D ‘Street 


...Hotel Governor 
910 O Street 


“Hotel S Sacramento 


4333 Griffin Avenue, Los Angeles........................901 26th Street 
717% W. 46th Street, Los aii. Hotel Sacramento 


1552 Rideway Drive, Glendale.................................1116 O Street 
Lookout ..Hotel Sacramento 
1670 Folsom Street, San Francisco Elks Club 
3543 H St., Sacramento. 613 Capital National Bank Bldg. 
Woodlake 3020 10th Avenue 
3537 The Paseo, Los Angeles............... ..Hotel Sacramento 
442 Excelsior Avenue, San Francisco.. ...-- Hotel Berry 
214 19th Avenue, San Francisco Hotel Senator 
719 E. 43rd Place, Los Angeles 2790 43rd Street 
Rt. 4, Box 90E, Fresno ...Hotel Lenhart 
19 W. Pine Street, Alhambra Hotel Senator 


765 San Luis Road, Berkeley Elks Club 


454 Cuesta Way, Bel-Air, Los Angeles.....Hotel Sacramento 
1952 Valley View, Whittier. .1124 45th Street 
1116 S. Flower Street, Los Angeles .....1217 15th Street 

152 W. 88th Street, Los Angeles......... Hotel Sacramento 
Rt. 1, Box 390, La Canada............Park Mansions Apartments 
Bank of America Bldg., Anaheim Sutter Club 


Hollister Hotel Sacramento 
6304 Rodford, North Hollywood 1522 O Street 
1052 S. Redondo Blvd., Los Angeles Hotel Sacramento 


350 Missouri Street, San Francisco Hotel Senator 
846 E. 77th Street, Los Angeles ...Hotel Sacramento 
4143 Grove Street, Oakland a--+------H10tel Land 
251 S. Oakland Avenue, Pasadena Hotel Regis 
Ee ene ge PI at enienesicantoereinmeannenepenatunvesinonsnmneeneate 
Gridley Hotel Sacramento 
1353 Church Street, San Francisco Hotel Berry 
608 Cleveland St., Woodland......608 Cleveland St., Woodland 
2363 Pine Avenue, Long Beach 

248 S. Olive Street, Los Angeles... 
27 Contra Costa Place, Oakland.. 
3729 Tracy Street, Los Angeles... Hotel Berry 


964 10th Street, San Pedro -Hotel Lenhart 
1618 N. Las Palmas Avenue, Los Angeles.......Hotel Senator 
4264 Menlo Avenue, San Diego. Hotel Berry 
15 W. Carrillo, Santa Barbara. .1110 11th Street 
1924 E. 4th Street, Los Angeles w---2226 28th Street 
1861 Fulton Street, Palo Alto ....Hotel Sacramento 
437 15th Street, Richmond.......... ....Hotel Sacramento 
506 S. Main Street, Sebastopol... Hotel Sacramento 
2314 Mitchell Street, Oakland... 

P. O. Box 21. Paim City. 


724 E. Fairview Blvd., Inglewood.....Ingram Apts., 14th & O 

Lockeford 1404 P Street 
....Hotel Land 

1117 Jefferson Street, Delano... ----Elks Club 

3651 Cardiff Avenue, Los Angeles.. 

Westmorland 

1163 4th Avenue, Los Angeles... 

273 N. Harwood Street, Orange 

300 First National Bldg., Stockton... 

Star Route, Soledad 

41 Roselyn Terrace, San Francisco... Hotel Senator 

2748 Steiner Street, San Francisco.. ...Hotel Senator 

463 S. Lake Street, Los Angeles........................ 


...Hotel Lenhart 
..8721 27th Street 


-Hotel Sacramento 
Hotel Berry 
...Hotel Berry 
acoscesssesee ike Club 
-Hotel Sacramento 
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MEMBERS OF THE CALIFORNIA SENATE: FIFTY-THIRD SESSION, 1939—NAMES, ADDRESSES, OCCUPATIONS 


Name 
Biggar, George M..............Farmer 
Breed, Arthur H., Jr Real Estate 16 
Brown, Charles.................. RTOIINIE, mncsstescrrecciecs 28 
Carter, Jesse W 
Collier, Randolph 


Occupation Party District 


Attorney 5 
Title business 2 
Crittenden, Bradford S...Attorney 20 
Cunningham, R. R............Real Estate, Ins, .......... 27 
DOT, Te. Tih ccecewsccnccconsevsese AUCOENST. 17 
Deuel, Charles H Publisher 6 
Fletcher, Land, Water Devel... 40 
Foley, John D.... ..Attorney .. on 18 


Garrison, J. C.... .Farmer ... as 22 
Gordon, Frank L. .Farmer .. b 11 


Hays, Ray W .Attorney — 30 
Hollister, J. James. .-Rancher sake 31 
Holohan, James B.. ~Orchardist oa 23 


Jespersen, Chris N.........Farmer ai 29 


Keating, Thomas F........Attorney .... 13 
Kenney, Robert W. -Attorney .... 38 


Law, Edward H................Attorney 39 
Mayo, Jesse M.................-. PURINE csenssenscnvexcnes 26 


McBride, James J........... Insurance 33 
McCormack, Thomas......Rancher 15 


Metzger, D. Jack..............Rancher ................-..... 8 
Mixter, Frank W Druggist 32 
Myhand, Peter P. .Rancher ... 


Nielsen, Roy J Insurance 
Parkman, Harry L 


Phillips, John 
Pierovich, A. L 


Powers, Harold J 


Quinn, Irwin T............ 
tich, W. P. 

Seawell, Jerrold L.......... 
Shelley, John F 


Slater, Herbert W. 
Swing, Ralph E 


Labor Executive .... 
..Publisher ... 


Tickle, Edward H............Hotel, Real Estate.R-D 


EB ccgencicc sche 
Westover, Harry C 


..Rancher 
..Attorney 


Venereal Diseases 
(Twelve Bills) 

A. B. 32, by Hawkins (referred to Committee on Public 
Health and Quarantine). Provides for premarital exami- 
nations, 

A. B. 106, by Redwine, Kellems, Poulson, Stream, Cor- 
win, Kepple, Waters, Bashore, Knight, Allen, Doyle, Pelle- 
tier, Daley and Eleanor Miller (referred to Committee on 
Medical and Dental Laws). Provides for premarital ex- 
aminations for syphilis. 

A. B. 490, by Hugh M. Burns, Heisinger, Garland, Cor- 
win, Kepple, Dilworth, Kilpatrick, Redwine, Knight, Miss 
Miller and Mrs. Daley (referred to Committee on Public 
Health and Quarantine). Provides for prenatal examina- 
tions for syphilis. 

A. B. 492, by same authors as A.B. 490 (referred to 
Committee on Governmental Efficiency and Economy). 
Provides for prenatal examinations for syphilis. 

A. B. 498, by same authors as A.B. 490 (referred to 
Committee on Medical and Dental Laws). Provides for pre- 
natal examinations for syphilis. 

A. B. 831, by Tenney, Allen, Evans and Atkinson (re- 
ferred to Committee on Medical and Dental Laws. An act 
to require serological blood tests for syphilis of pregnant 
women, 

S. B. 79, by Kenny and Fletcher, by request (referred to 
Committee on Judiciary). Premarital examinations for 
venereal diseases. 

S. B. 80, by Kenny and Fletcher, by request (referred to 
Committee on Public Health and Quarantine). Prenatal 
examination for syphilis. 

_&.B. 130, by Fletcher, Biggar, and Kenny (referred to 
Committee on Public Health and Quarantine). Prenatal 
examinations for syphilis. 


Counties 
4 Mendocino, Lake..Covelo .... 
Alameda 
Inyo, Mono ..... 
Shasta, Trinity ....Redding .... 
Siskiyou, 

Del Norte ...... 
San Joaquin 


Contra Costa .... 


San Diego .. 
Santa Clara .. 
Stanislaus wie 
Napa, Yolo 

Fresno 

Santa Barbara......Gaviota 
Santa Cruz 


San Luis Obispo....Atascadero 


Imperial 


Tuolumne, 
Mariposa, 
Calaveras ...... 

Ventura .. 

Solano maces 

Tehama, Glenn, 
Colusa 

Tulare 

Merced, Madera 


Sacramento ...... 


Riverside .......... 
El Dorado, 
Amador, 
Alpine 
Modoc, Lassen, 
Plumas 
Humboldt ... 


Yuba, Sutter .......Marysville 
Placer, Sierra, 


Nevada ................ 303 Mariposa Ave., Roseville.Senate Chamber 
San Francisco......536 Octavia Street, S. F 
Sonoma 


San Bernardino ....311 Central Bldg., San Bernardino................ 


Sacramento 
Address 
i es 
..315 15th Street, Oakland..........Senate Chamber 
.... Shoshone Senate Chamber 
Senate Chamber 


Home Address 


sane A NOI: ccccaciccabcecentniininistitereaencicn eee See 
145E. Harding Way, Stockton..Senate Chamber 
RNIN icacecicsccasenencoceabcatcnusiassmnicoentapans aa Elks Club 
...Amer. Trust Bldg., Richmond..Senate Chamber 
..596 East 4th Street, Chico Senate Chamber 
1020 9th Street, San Diego. Senate Chamber 
2000 The Alameda, San Jose...Senate Chamber 
Box 1826, Modesto.........Senate Chamber 
Senate Chamber 
Senate Chamber 
Senate Chamber 
....Senate Chamber 
lacie ..Hotel Sacramento 
Freitas Bldg., San Rafael........ Senate Chamber 
711 Title Guar. Bldg., L. A......Senate Chamber 
634 Hamilton, El Centro............ Senate Chamber 


Watsonville paises winasescheiaaeas 


we | ean ..Senate Chamber 
..471 E. Main St., Ventura.....Hotel Sacramento 
nc ROY WIIG cccecacccesnvenacnentstncessnssearnet OO Sonar 


Sacramento 
Hotel Senator 

...Bank of Amer. Bldg., Sacramento................ 
Bank of Amer. Bldg. 


San Mateo ............934 Rosewood Dr., San Mateo 


Hotel Sacramento 
Senate Chamber 


sdeiiiaintle 8 Court Street, Jackson... ...... Hotel Senator 
a Eagleville 


siithdaiinelinaaatcewenaes ..... Hotel Senator 
.2205 H Street, Eureka.. 


.Senate Chamber 
Senate Chamber 


Senate Chamber 


Box 96, Santa Rosa Senate Chamber 


Senate Chamber 


Monterey, 


San Benito ...... A UII 5 ccctcin tis cabanas inchespinsaiizi -....... Senate Chamber 
Kern 
Orange ........ 


..1909 2a Street, Bakersfield Senate Chamber 
weeee--eee Bl Grs.’ Exch. Bldg., Santa Ana..Senate Chamber 





S. B. 173, by Fletcher, Biggar, and Kenny (referred to 
Committee on Public Health and Quarantine). Premarital 
examinations for syphilis, 

S. B. 767 and S. B. 768, by Law (referred to Committee 
on Prisons and Reformatories). Relates to prisoners suf- 
fering from venereal diseases. 


Vital Statistics 
(Eight Bills) 
A. B. 431, 432, 546, 2011, 2012, 2129, 2703. 


X-ray 
(One Bill) 

S. B. 1183, by Carter (referred to Committee on Public 
Health and Quarantine). An act to safeguard the public 
health, to regulate the use of x-ray and x-ray appliances 
in connection with the examination of the jaws, teeth, 
alveolar process, gums and the immediate adjacent struc- 
tures of living human beings, as an aid to the diagnosis 
and treatment of diseases and lesions pertaining thereto, 
to regulate the use, ownership and possession of x-ray 
appliances for said purposes; providing for the licensing of 
persons operating dental x-ray laboratories and x-ray 
appliances and setting up qualifications for such use. 


Miscellaneous 
(Seventeen Bills) 

Medical Examinations of Persons Arrested for Driving 
Under the Influence of Intoxicating Liquors—A. B. 839, by 
Allen, Tenney, and Evans. 

Blood Grouping Tests—A. B. 1246, by Redwine. 

Blindness at Childbirth—A. B. 2764, by Johnson (by re- 
quest). 

Clinics and Dispensaries—S. B. 659, by Mixter and Foley. 
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Hospital and Medical Care for Students in State Colleges 
—A. B. 1815, by Robertson. 

Jail Physicians—S. B. 676, by Garrison. 

Laboratories—S. B. 292, by Slater. 

Massage—A. B. 2585 and 2586, by Allen, by request. 

Prophylactics—A. B. 2144, by Lyon. S. B. 601, by West- 
over. 

Professional Standards—A. B. 2672, by Daley. 

Surgical Supplies—A. B. 2436, by Call. 

Trichinosis—A. B. 1704, by Johnson (by request). 

Veterinary Medicine—A. B. 2413, by Corwin; S. B. 446, 
by Metzger; S. B. 977, by Phillips. 


COMMITTEE ON PNEUMONIA CONTROL 


Acting as a subcommittee to the standing California 
Medical Association Committee on Health and Public In- 
struction, the Committee on Pneumonia Control, Dr. Roy 
Thomas, Los Angeles, chairman, and Dr. William Shepard, 
San Francisco, secretary, has been making an earnest effort 
to forward its work. As an expression of its activities in 
Los Angeles County, the following item is reported con- 
cerning the educational film on pneumonia, entitled “A New 
Day.” The item from the “Bulletin” of the Los Angeles 
County Medical Association follows : 


Showing Film on Pneumonia 

Enthusiastic codjperation is being offered by the Fox 
West Coast Theaters in the pneumonia educational cam- 
paign in Los Angeles County. 

Some weeks ago the film, “A New Day,” approved by 
the United States Department of Public Health, and pro- 
duced in Hollywood by the Metropolitan Life Insurance 
Company, was viewed by the members of the Pneumonia 
Control Committee of the California Medical Association 
and by motion-picture representatives. The Los Angeles 
County Medical Association asked the theaters to codperate 
in the campaign to end unnecessary pneumonia deaths. 

The film, which was described in the last ‘“‘Bulletin,’”’ is 
a dramatic story of the effectiveness of serum in the treat- 
ment of pneumonia. 

All doctors are urged to see this film and to tell their 
patients and friends about it. 

A schedule of the showing of this film follows: 


Glendale 

February 9-16—California Theater. 

February 15-18—Capitol Theater. 

February 24-28—Bards Theater. 

March 19-21—Gateway Theater. 

March 26 to April 1—Glendale Theater. 

Van Nuys 

February 12-14—Rivoli Theater. 

Pasadena 
February 8-14—Strand Theater. 
February 15-21—Tower Theater. 
South Pasadena 
February 12-15—Ritz Theater. 
Monrovia 

February 11-14—Lyric Theater. 

Los Angeles 

February 12-16—Arroya Theater. 

February 18-21—Starland Theater. 

The film was shown last week in North Hollywood and 
other theaters in Van Nuys, Sherman Oaks, Pasadena, 
South Pasadena, and in Los Angeles. 

Appreciation is expressed to the motion-picture theaters 
for helping so greatly in such important work of public- 
health education. 


CALIFORNIA TUBERCULOSIS ASSOCIATION 
1939 ANNUAL MEETING 


A new projection machine which makes it possible to 
project full sized x-ray plates directly from the film onto 
a motion picture screen will be demonstrated during the 
three-day annual meeting of the California Tuberculosis 
Association in Santa Cruz, April 13 to 15, according to 
the announcement of Dr. C. R. Howson, president of the 
association. 

This new instrument, which is the first of its kind to be 
designed to use a 2,000-watt lamp, makes it possible for a 
large audience to study an original x-ray film with about 
the same measure of detail as provided by the ordinary 
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viewing box for a group of three or four. The projector 
will be used for a special x-ray symposium to be held on 
Saturday afternoon, April 15. Chairman for this sympo- 
sium will be Dr. Rolla G. Karshner. 

Doctor Howson further stated that Dr. Bruce Douglas, 
tuberculosis controller of Detroit, will be the guest speaker 
at the meeting, discussing “Tuberculosis Control” as a 
part of the joint clinical and sociological session on Friday 
afternoon, April 14. 

As a special feature of the annual meeting, a Pacific 
Coast Post Seal Sale Conference will be conducted by Mr 
Charles L. Newcomb, Seal Sale Director for the National 
Tuberculosis Association, on Thursday afternoon, April 13. 
This conference will be of interest to all lay tuberculosis 
workers on the West Coast. 

An outstanding program of interest to both physicians 
and public health workers has been arranged for the annual 
meeting by a committee consisting of Dr. Charles L. Ianne 
(chairman), Dr. Edward Hayes, Dr. Walter Brown, Dr. 
William G. Burkhard, and Doctor Howson, ex-officio mem- 
ber. 

The Friday morning clinical section, for which Dr. Wil- 
liam G. Burkhard has been named chairman, will deal with 
medical education in medical schools, postgraduate medical 
education and nursing education. The Saturday morning 
clinical section will discuss “Clinical Rehabilitation of Tu- 
berculosis Patients as a Public Health Problem,” with Dr. 
Harold Brunn as chairman. Papers on extrapleural pneu- 
mothorax, pneumonolysis, tracheobronchial tuberculosis and 
“The Limitation of Present Status of Chest Surgery” will 
be presented. 

The Friday afternoon session will be a joint meeting of 
the clinical and sociological sections. Dr. Charles L. Ianne 
will be chairman, and the general subject will be “Tuber- 
culosis: a Public Health Problem.” Papers will be pre- 
sented on case finding in schools, state institutions, hos- 
pitals, clinics and industry ; on segregation by force for the 
examination of suspects; on the “Newer Interpretation of 
Old Diagnostic Procedures”; on “The Handling of Tuber- 
culosis as a Communicable Disease in Hospitals and Clin- 
ics” and on tuberculosis control. 

The two morning sociological sections will deal with the 
program of the state tuberculosis association on Friday 
morning, and school health on Saturday morning. This 
latter session, under the chairmanship of Dr. Walter H. 
Brown, promises to be of outstanding interest, especially to 
school groups as it will discuss both health supervision 
and health instruction. 

The anual banquet will be held at 7 o’clock on Friday 
evening, at which time Dr. C. R. Howson will present the 
report of the president, Dr. Chesley Bush, will bring greet- 
ings from the National Tuberculosis Association, and an 
address will be presented by a speaker not as yet named. 

The meeting will be held at the Casa del Rey Hotel in 
Santa Cruz, and will be the first three-day convention to be 
held by the California Tuberculosis Association since its 
Riverside meeting in 1937. Last year, the state association 
met for a business meeting only in conjunction with the 
Los Angeles convention of the National Tuberculosis Ass« 
ciation. 

Physicians as well as the lay public interested in the 
latest problems in tuberculosis control, treatment and pre 
vention are welcome to attend. A sizeable meeting is an- 
ticipated, and early hotel reservations are suggested. 


COUNTY SOCIETIES 


CONTRA COSTA COUNTY 
The regular monthly meeting of the Contra Costa Medi- 
cal Society was held on Tuesday, February 14, at the Hote! 
Carquinez, Richmond. 
The following program was presented: Diseases of the 
Thyroid, by Dr. Mayo H. Soley of the University of Cali- 
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fornia Hospital. Doctor Soley’s paper was discussed by 
Dr. U. S. Abbott of Richmond and Dr. Thomas Dozier of 
Antioch. C. E. Dretpericu, Secretary. 
& 
HUMBOLDT COUNTY 

The Humboldt County Medical Society met on Thurs- 
day evening, February 10, at the St. Joseph Hospital in 
Eureka. Dr. John S. Chain, Vice-President, presided in 
the absence of Dr. S. P. Burre. 

Dr. Mayo H. Soley gave a very instructive talk on 
the Treatment of Goiter. He stressed some of the newer 
conceptions of therapy that have found their way in very 
few textbooks on the subject. The manner of selecting 
cases for x-ray treatment or surgery was explained. He 
also discussed the proper handling of patients before and 
after each type of treatment. 

There was a good attendance, and his remarks were 
well received by the members. Many intelligent questions 
were asked and a lively discussion was entered into by 
most of the members present. 

Mr. J. O. Thorpe, General Manager of the Intercoast 
Hospitalization Insurance Association, discussed the Rela- 
tionship of the Medical Profession to Hospital Insurance. 

The Ethics Committee, under the chairmanship of Dr. 
A. R. Watson, was instructed to draw up a new set of by- 
laws. Dr. C. C. Falk, Sr., suggested that a uniform fee 
schedule be adopted for this county and a committee, headed 
by Dr. W. J. Quinn, was appointed to work out a solution 
to this problem. J. S. Wootrorp, Secretary. 

% 
SACRAMENTO COUNTY 

The regular annual business meeting of the Sacramento 
Society for Medical Improvement was called to order by 
the president, Dr. Dave Dozier, at the Auditorium, on 
December 20. There were fifty-five members and guests 
present. 


The report of the Board of Directors was read by the 


President. The financial and membership report of the 
Secretary was read and approved. 

A motion was made by Doctor Kanner that the assess- 
ment for 1939 be the same as last year, namely, $15. The 
motion passed unanimously. 

Doctor Scatena discussed some phases of the New Health 
Insurance Program being formulated by the California 
Medical Association. 

The following were nominated and elected to the Board 
of Directors for the year 1939: Drs. M. L. Azevedo, H. M. 
Kanner, George Briggs, Ralph C. Teall, H. F. Schulter, 
E. S. Babcock, R. M. Wallerius, Norris Jones, W. Pollock. 

Nominations were made for California Medical Associ- 
ation delegates to replace Dr. F. MacDonald and for alter- 
nates to replace Dr. Wayne Pollock. Both were reélected. 

Dr. G. E. Millar was nominated and elected to the office 
of secretary-treasurer for 1939. 

G. E. Mitrar, Secretary-Treasurer. 
® 
SAN BERNARDINO COUNTY 

The January meeting of the San Bernardino County 
Medical Society was held at the San Bernardino County 
Charity Hospital in San Bernardino on Tuesday, Janu- 
ary 3. About seventy members and guests were present. 

The application for membership of Dr. Herbert P. Not- 
tage of Ontario was favorably voted upon. 

Dr. A. D. Neubert reported on the special meeting of 
the House of Delegates of the California Medical Associ- 
ation, held in Los Angeles, to consider the prepayment 
plan for medical care. 

Dr. Arnold H. Gegel of Los Angeles addressed the So- 
ciety on Résumé of the Latest Developments in the Care 
of Goiter, as presented at the Third International Goiter 
Conference. 

The discussion was opened by Dr. John L. Nevin of San 
Bernardino. Considerable general discussion and questions 
followed. 
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The meeting adjourned at 10 p. m., following which 
refreshments were served. 


7 ry 7 


The February meeting of the San Bernardino County 
Medical Society was held at the San Bernardino County 
Charity Hospital in San Bernardino on Tuesday, Febru- 
ary 7. 

In the absence of the President and two Vice-Presidents, 
Dr. Walter Cherry called the meeting to order at 8 p. m. 
About sixty-five members and guests were present. 

It was moved, and seconded, that the following appli- 
cations for membership be approved: Dr. C. A. Herrmann, 
Chino; Dr. Thomas E. Puthoff, San Bernardino; Dr. C. T. 
Halburg and Dr. William G. Patton, both of Redlands. 
The motion passed. 

Mrs. Gabrielle Mulvane spoke briefly on behalf of the 
Nursing Practice Act and asked the support of the Society 
members. 

The program of the evening was as follows: The Diag- 
nosis of Syphilis in General Practice, by Dr. F. F. Abbott 
(colored lantern slides) ; Standard Treatment of Syphilis, 
by Dr. Paul Foster of Los Angeles; and Dangers of Anti- 
luetic Treatment, by Dr. Fletcher Hall of Los Angeles. 

Discussion opened by Dr. James W. Moreland of San 
Bernardino. ARTHUR E. VARDEN, Secretary. 

® 
SAN MATEO COUNTY 

The meeting of the San Mateo County Medical Society 
was held on Wednesday, January 25, at the Benjamin 
Franklin Hotel. Dr. N. D. Morrison presided. 

The Chairman announced that, with the consent of the 
San Francisco County Medical Society, Dr. E. W. Cleary 
had made an application for active membership by transfer. 
A motion was made, seconded and carried that Doctor 
Cleary be elected to active membership of this Society. 
The Chairman announced the election, to associate member- 
ship, of Dr. James K. Hazel. An announcement was made 
by the Chairman that an application for membership had 
been received from Dr. William R. Jepson. 

The Chairman introduced Mrs. Opal Fennel, who gave 
a report on the San Mateo County Chapter of the American 
Red Cross for the past year. Further remarks were made 
by Mrs. Helen Cheseborough and Mrs. Howard. In her 
report, Mrs. Fennell expressed hope that the doctors would 
favorably endorse the proposed Nursing Practice Act to 
be acted upon by the Legislature. 

The Secretary read the financial report for 1938. A mo- 
tion was made, seconded and carried, that the report be 
approved. 

The Secretary announced that a letter had been received 
from the State Association relative to Postgraduate Con- 
ferences. He suggested that in lieu of the formal Post- 
graduate Conference, a short series of lectures be provided 
on some subject of interest. This suggestion was approved 
unanimously. 

The Secretary read a letter from the California Medical 
Association concerning the proposed Nursing Practice Act, 
and suggested that the Society and its members refrain 
from endorsing this bill until further information had been 
received from the State Association. 

A letter from the Veterans’ Administration Facility in 
Palo Alto, inviting the Society to hold a joint meeting with 
their society in April, was read. This was unanimously 
approved. 


A letter of thanks for their Christmas gift from the 
Mills Hospital nurses was read. 


The Secretary made an announcement concerning a 
pathological conference to be held at the annual session 
of the California Medical Association in Del Monte, to 
which the general practitioners are invited. 

An announcement was also made concerning the desire 
of the Committee on Scientific Work of the California 
Medical Association to have photographs of physicians’ 
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offices to be exhibited at the annual meeting of the Cali- 
fornia Medical Association. 

The Secretary made a report on a matter which had been 
submitted to him concerning the recommendation of phy- 
sicians by school nurses, with particular reference to eye 
examinations. The matter had been precipitated when a 
school nurse submitted to a child’s parents the names of 
physicians in the community who were practicing eye work 
and did not submit a list of optometrists. The Secretary 
submitted a verbal opinion from Doctor Schaupp, Chair- 


man of the Council of the California Medical Association, | 


to the effect that “school nurses are supposed to recom- 
mend physicians for health defects in children.” The Secre- 
tary also mentioned the fact that the local optometrists 
had offered free examination of school children in the San 
Mateo schools. On motion, duly made, seconded and unani- 
mously carried, the Secretary was directed to write a letter 
to the Board of Education and state therein that the County 
Medical Society was opposed to the mass examinations of 
children’s eyes conducted in the schools by optometrists 
for commercial purposes. The letter was further to state 
that the County Society recommended that the school 
nurses refer all children with special defects to their family 
physician, from whom advice could be obtained concerning 
appropriate care for these defects. 

The Chairman introduced Dr. Edwin Schultz of the 
department of bacteriology at Stanford University, who 
gave a very interesting talk on the subject of Virus In- 
fection, with Especial Reference to Poliomyelitis. Doctor 
Schultz’s talk was supplemented by a demonstration of 
lantern slides, including some colored slides of beautifully 
stained specimens, demonstrating the histology in polio- 
myelitis. Doctor Schultz’s talk and demonstration were 
enthusiastically received. 

J. Garwoop BripcMan, Secretary. 
& 
SAN JOAQUIN COUNTY 

The regular meeting of the San Joaquin County Medical 
Society was held in the Medico-Dental clubrooms in Stock- 
ton on February 2. The meeting was preceded by the 
customary supper meeting at the Hotel Wolf, at which 
there were twenty-four members present. The paper of 
the evening was presented by Dr. George H. Sanderson, 
who spoke on the Recent Academy of Orthopedic Surgeons 
at Memphis, Tennessee. 

The regular meeting was called to order by President 
Neill P. Johnson at 8:20 p. m. 

The applications of Doctors L. B. Saslaw and E. L. 
Blackmun, Jr., being reported on favorably by the Cali- 
fornia Medical Association and the Membership Com- 
mittee, and there being no objections from the floor, they 
were declared elected to membership. Dr. W. W. Fitz- 
gerald, Chairman of the Finance Committee, reported on 
the solvency of the local society and suggested that mem- 
bers pay their dues promptly. Dr. C. A. Broaddus pre- 
sented several certificates to newly elected members of the 
Medical Academy of Graduate Study. 

The paper of the evening was read by Sidney Olsen 
of the University of California, who spoke on Urinary 
Lithiasis. This paper was illustrated by lantern slides and 
films. The paper occasioned considerable discussion from 
the floor. 

There being no further business to come before the 
Society, the meeting was declared adjourned at 10 p. m. 
and refreshments were served. 

G. H. Rowracuer, Secretary. 
»@ 


SANTA BARBARA COUNTY 
The regular monthly meeting of the Santa Barbara 
County Medical Society was held in the Bissell Memorial 
Auditorium at 8 p. m. on February 13, 1939. 
The subject for the evening’s discussion was The Sur- 
gery of Pulmonary Tuberculosis. Dr. Samuel Robinson 
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opened the program with a discussion of the value of col- 
lapse therapy in pulmonary tuberculosis and also discussed 
the advantages and disadvantages of the eight possible 
methods of collapsing the lung. Dr. Bruce Steele next dis- 
cussed the history of, indications for, and results of pneumo- 
thorax. Dr. Irving Wills discussed thoroscopy and intra- 
pleural apicolysis. Dr. E. L. Markthaler discussed the 
indications, contraindications, and results of phrenicectomy. 
Dr. Harry Henderson discussed pneumoperitoneum. Each 
of these discussions, except the opening one, was illustrated 
by drawings and lantern slides. Dr. Samuel Robinson 
closed the symposium with a detailed discussion of the 
Sauerbruck type of thoracoplasty, extrapleural apicolysis, 
and extrafascial apicolysis. This talk was illustrated by 
lantern slides and a demonstration of patients on whom 
these various procedures had been carried out. This sym- 
posium was discussed by Doctors Gates, Clark, Main, Colin, 
and Ullmann. The discussion was closed by Doctors Robin 
son and Steele. 

At the business portion of the meeting a resolution favor- 
ing the proposed Nursing Practice Act was introduced 
Doctor Ullmann made a motion, seconded by Doctor Means 
and unanimously carried, that this resolution be laid on 
the table until we have a report from the Legislative Com- 
mittee of the California Medical Association. 

A motion was made by Doctor Clark that the Santa Bar 
bara County Medical Society go on record as recommend- 
ing that all milk used in hospitals in the county be pasteur 
ized. This motion was seconded by Doctor Ullmann. It 
was discussed by Doctors Heiges, Main, and Means, and 
unanimously passed. D. H. McNamara, Secretary. 

% 
YUBA-SUTTER COUNTY 

The meeting of the Yuba-Sutter County Medical Society 
was held at the Rideout Memorial Hospital. Mr. and Mrs 
G. Waite Curtis were hosts at a dinner to the Society prior 
to the scientific program and business meeting. 

Delegations from both the Sutter County Tuberculosis 
Association and the Yuba County Tuberculosis Associ- 
ation met with the Society to work out a plan whereby 
the Tuberculosis Associations and the local Medical So- 
ciety would be able to function together and facilitate the 
work in using the approximately $3,000 on hand for this 
work to the best advantage. 

President P. E. Thunen appointed Dr. P. B. Hoffman 
and Dr. B. F. Miller, giving Doctor Hoffman the power 
to choose a third member to work with them and the com- 
mittees of the two Tuberculosis Associations. 

Dr. Chauncey D. Leake, of the chair of pharmacology of 
the University of California, spoke on the Physiochemistry 
and Pharmacology of Sterols. He named and classified 
the various sterols, giving their characteristic actions, 
therapeutics, and toxicology. 

The outstanding examples which he discussed were the 
alkaloidal preparations of opium and related substances, 
and vitamin D and its many components. 


He discussed cancer-producing sterols which, except for 
their nature, in effect are very closely related to recog- 
nized therapeutic sterols. 


Doctor Leake, admonished the Society against the too 
free use of proprietary agents and drugs and strongly 
urged the strict adherence to the use of the United States 
Pharmacopeia. He also made a very positive statement 
regarding the use of pain-killing drugs, stating that in 
pain from traumatic injury, opiate derivatives are indi 
cated, but where the pain is caused by swelling and edema 
of the tissues the coal-tar preparations are superior in 
alleviation of the pain, and the danger of drug addiction 
is nil. Doctor Leake, further discussed other sterol and 
near-sterol substances, such as the sex hormone, the car- 
diac glucocides, and the adrenal cortex hormone. 


With the exception of two members, the entire society 
was present to hear Doctor Leake’s talk. 
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President P. E. Thunen appointed the 1939 Board of 
Censors as follows: Drs. Francis P. Wisner, Leon M. 
Swift, and Romayne B. Whitney. 


The meeting was adjourned until March 7. 


San Francisco County 
Einar V. Blak 
F. Edwyn Garfinkle 
Emmett E. Henderson 
David Kadesky 


James Ownby, Jr. 
Theo Pavlides 
Ralph Rosenberg 
David E. Stafford 


Leon M. Swirt, Secretary. 


CHANGES IN MEMBERSHIP 
New Members (119) 
Alameda County 


C. J. Attwood 
James A. Barr 

J. Emmet Clark 
Gilbert W. Dygert 


Rudolph D. Joldersma 
Henry J. Kraaymes 
William Clifford Pruitt 
C. Ronald Smith 


Fresno County 


Florence A. Brown 
Norman L. Knott 


Dee L. Abbott 
Ruth H. Hubbert 


Raymond W. Norberg 


Kern County 


Jack A. Lighthill 


Los Angeles County 


David S. Alpert 
Marden A. Alsberge 
Gaston J. Baus 
Oscar J. Blosmo 
William C. Bradbury 
Carl G. Bretthauer 
Leo Buerger 

Ralph V. Byrne 
James P. Carmody 
Charles B. Coggin 
Joseph W. Dassett 
Vernon S. Downs 
Bertha Ehlers 
George W. Elerding 
Charles A. Foulks 
Ernst Freund 

Julian Ginsberg 
Clarence H. Godard 
Charles E. Greeley 
Paul O. Greeley 
Howard E. Harper 
R. Fell Hosmer 
Leland R. House 
Patrick C. Humphreys 
James Buford Johnson 
Evan M. Jones 
Robert A. Kennedy 
Stuart D. King 

W. A. Kirstensen 
Joseph H. Marcus 


Howard A. Mendelsohn 
John A. Moffitt 

Martin A. Mortensen 
Claude K. Movius 
Harold Nichols Mozar 
Robert Null 

James C. Ogden 

Owen S. Parrett 
Augustus G. Pohlman 
Kathryn Redus 

Arthur E. T. Rogers 
Layton Rogers 

May E. Romm 

Alice Schiff-Goldstein 
Felix H. Schubert 
Alfred J. Scott 

Nelson Warren Sheley 
J. R. Silverthorn 

John Lawrence Smith 
John F. Snedaker, Jr. 
M. L. Steckel 

Ian D. Tiedemann 
Samuel J. Walker 
Leslie C. Watson 

F. C. Westerhout 
Thomas W. Whittaker 
Warren Andrew Wilson 
Orville O. Witherbee 
Arthur V. Wortman 


Mendocino County 


E. H. Sawyer 


Orange County 


George C. Bergman 
Arthur C. Elliott 
L. J. Hannon 


A. G. Hughes 
Lucius F. Laverty, Jr. 
Ralph E. White 


Placer County 


Earle A. Casey 


Riverside County 


H. M. Kelly 
L. S. McLean 


E. N. Mathis 
Ralph E. Pawley 


San Bernardino County 


Mary Craig McClellan 


Joseph P. O’Connor 


Thomas Eugene Puthoff 
Vernon Ormond Stahl 


San Diego County 


S. H. Savage 


John H. Lawrence 


San Joaquin County 
E. L. Blackmun, Jr. L. B. Saslaw 


San Luis Obispo County 
Edward J. Maher 


Shasta County 
Evan G. Gamett 


Solano County 


A. Frank Brewer Middleton Stansbury 


Sonoma County 
Roy Paul Woodruff 
Stanislaus County 
Paul H. Cronenwett 
Tehama County 
J. H. Belyea 
Tulare County 
Ellis D. Sox 
Wiley Carl Zink 


Fred F. G. DeBusk 
Robert Hardin 
William S. Ireton 
Ventura County 
Clyde R. Bennett Robert K. Harker 


Thomas M. Fullenlove 


Yolo-Colusa-Glenn County 
John W. Scott 
Yuba-Sutter County 
Samuel A. Morris 


Transferred (8) 

Alton C. Atwood, from Merced County to San Luis 
Obispo County. 

Helen E. Bruckman, from Santa Clara County to Ven- 
tura County. 

Charles W. Leach, from Yolo-Colusa-Glenn County to 
San Francisco County. 

Arnold Manor, from San Francisco County to Monterey 
County. 

Theodore K. Miller, from San Bernardino County to 
Ventura County. 

Emilio J. Palomeque, from San Diego County to Los 
Angeles County. 

Marshall Porter, from Ventura County to Mendocino 
County. 

Leslie D. Trott, from Orange County to Los Angeles 
County. 


Irving W. Higgins 


Resigned (3) 
Percy F. McMurdo, from San Francisco County. 
John F. Renshaw, from Los Angeles County. 
George C. Sabichi, from Los Angeles County. 


| Su Memoriam | 


Drucks, Edward Sax. Died at Oakland, January 9, 
1939, age 56. Graduate of the College of Physicians and 
Surgeons, San Francisco, 1907. Licensed in California in 
1909. Doctor Drucks was a member of the Alameda County 
Medical Association, the California Medical Association, 
and a Fellow of the American Medical Association. 


+ 


Hawkins, Charles Lewis. Died at Bakersfield, Janu- 
ary 14, 1939, age 68. Graduate of Jefferson Medical Col- 
lege of Philadelphia, 1900. Licensed in California in 1922. 
Doctor Hawkins was a member of the Kern County Medi- 
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cal Society, the California Medical Association, and a 
Fellow of the American Medical Association. 


* 


Henke, George Benjamin. Died at Ontario, January 
25, 1939, age 54. Graduate of Hahnemann Medical College 
of the Pacific, San Francisco, 1913, and licensed in Cali- 
fornia the same year. Doctor Henke was a member of the 
San Bernardino County Medical Society, the California 
Medical Association, and a Fellow of the American Medical 
Association. 


+ 


McClenahan, Henry Corbin. Died at San Francisco, 
December 10, 1938, age 68. Graduate of Tulane University 
of Louisiana School of Medicine, New Orleans, 1895. 
Licensed in California in 1906. Doctor McClenahan was 
a retired member of the San Francisco County Medical 
Society, the California Medical Association, and the Ameri- 
can Medical Association. 


* 


Newkirk, Harris Dana. Died at Minneapolis, Minne- 
sota, December 31, 1938, age 60. Graduate of the Uni- 
versity of Minnesota College of Homeopathic Medicine 
and Surgery, Minneapolis, 1903. Licensed in California 
in 1919. Doctor Newkirk was a member of the Orange 
County Medical Society, the California Medical Associ- 
ation, and a Fellow of the American Medical Association. 


i 


Smith, Richard Cecil. Died at Superior, Wisconsin, 
October 30, 1938, age 53. Graduate of the Washington Uni- 
versity School of Medicine, St. Louis, 1911. Licensed in 
California in 1916. Doctor Smith was a member of the 
Los Angeles County Medical Association, the California 
Medical Association, and a Fellow of the American Medical 
Association. 


+ 


OBITUARY 


Frank Holmes Smith 
1879-1938 


In the rush and hurry of our everyday lives there oc- 
casionally come moments when remembrance bids us pause 
and turn our thoughts back to some sorrow or joy which 
was with us some time in the past. Such a moment came 
to us the other day and we feel that it is not inappropriate 
for us to dedicate a few thoughts to the memory of one 
who was loved by us all, and whose passing just one year 
ago this month, left an ache in our hearts which will be 
long in healing. 

Too seldom in this life does it become our privilege to 
have the acquaintance of a man as universally admired as 
Frank Holmes Smith. Devoted to the highest ideals of his 
profession, he enjoyed the fond respect of his contempo- 
raries, both young and old. His wide experience in the 
practice of medicine was being continually fortified by 
virtue of his seeking for the latest knowledge to be gleaned 
from medical literature. Few men of his generation could 
be held in more esteem by their younger colleagues. 

We shall not soon forget his jovial wit, nor the kindli- 
ness of his nature. His personality may perhaps best be 
characterized by the image which will always be most vivid 
in our memory—a tall smiling figure in a black bowler hat, 
smoking the inevitable cigar, and carrying an armful of 
flowers for the table in the hospital library. Good humor 
and friendliness followed him wherever he went. 


Loved by his patients and revered by his friends, he left 
us with the knowledge that our lives were somehow richer 
through knowing him. And so, on this first anniversary of 
his death, it is fitting that we let Memory hold us by the 
hand for a moment, so we may turn and wave one last 
farewell to this kindest of men, Frank Holmes Smith. 
Peace rest his soul. 
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Official Notices 


A Visitor from the National Auxiliary —Mrs. Charles A. 
Tomlinson of Omaha, Nebraska, President of the Woman’s 
Auxiliary to the American Medical Association, visited in 
San Francisco during the State Board Meeting, held Feb- 
ruary 17. 

Mrs. Tomlinson shared honors with Mrs. Clifford A. 
Wright, President of the State Auxiliary and the State 
Board members at a tea in the afternoon of February 17, 
given by the Board of Directors of the San Francisco 
Auxiliary. 

Mrs. E. J. Morrissey, Chairman of Arrangements, and 
her committee, graciously welcomed the guests at the home 
of the San Francisco County Medical Society. Mrs. J. C. 
Geiger, a member of the National and State Boards, and 
Mrs. William W. Newman, poured the tea, while Misses 
Horner and Gibson and Mrs. Douglas Tesky, the lovely 
daughters of Auxiliary members, dressed in formal after- 
noon gowns, served the guests. 

3eautiful spring blossoms decorated the tea table and 
were in evidence everywhere. 


Meeting of State Board of Directors—The spring meet- 
ing of the officers and Board of Directors of the Woman's 
Auxiliary to the California Medical Association was held 
Friday, February 17, at the Fairmont Hotel. 

The President, Mrs. Clifford A Wright, presided with 
the following officers and members of the Board and visiting 
County Presidents in attendance: Mrs. Frederick N. Sca- 
tena, president-elect ; Mrs. A. E. Anderson, first vice-presi- 
dent; Mrs. George Calvin, second vice-president; Mrs. G. 
Wendell Olson, recording secretary; Mrs. E. Eric Larson, 
corresponding secretary ; and Mrs. Harry O. Hund, treas- 
urer. 

Councilors at large: Mesdames Arthur T. Newcomb and 
Fred H. Zumwalt. 

District councilors: Mesdames F. G. Lindemulder, J. R. 
Walker, Lawrence M. Knox, J. C. Geiger, Harold Trimble, 
and Robert M. Furlong. 

County presidents: Mesdames Frank Baxter, Alameda; 
N. T. Enloe, Butte; C. N. Vanderberg, Fresno; Bernard 
J. Conroy, Marin; Garth Parker, and A. A. Arehart 
(publicity chairman), Monterey; George Spencer, Sacra- 
mento; Thomas E. Gibson, San Francisco; C. R. Kennedy, 
San Luis Obispo; J. C. Bridgman (publicity chairman), 
San Mateo. 

After a busy morning session, the State Board and guests 
recessed for lunch. 

Mrs. F. D. Fellows of San Francisco was in charge of 
reservations and arrangements, assisted by Mesdames John 
Humber and Thomas E. Gibson. 

After luncheon, Mrs. Thomas E. Gibson, President of the 
San Francisco Auxiliary, presented the honored guest, the 
National President of the Woman’s Auxiliary to the Ameri- 
can Medical Association, Mrs. Charles A. Tomlinson, who 
is no stranger to the members of the California Auxiliary. 


tAs county auxiliaries of the Woman’s Auxiliary to the 
California Medical Association are formed, the names of 
their officers should be forwarded to Mrs. Frank H. Rodin, 
Assistant Chairman of the Publicity and Publications Com- 
mittee, 2457 Bay Street, San Francisco. Brief reports of 
county auxiliary meetings will be welcomed by Mrs. Rodin 
and must be sent to her before publication takes place in 
this column. For lists of state and eounty officers, see 
advertising page 6. The Council of the California Medical 
Association has instructed the Editor to allocate two pages 
in every issue to Woman’s Auxiliary notes. 
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She is well remembered for her gracious manner and in- 
spiring messages given to the Auxiliary members at the 
Convention of the American Medical Association, held in 
San Francisco last June. Again Mrs. Tomlinson inspired 
her listeners regarding the activities of the Auxiliary and 
the importance of its place in the County, State and Nation. 


Mrs. Gibson also called on Mrs. Wright, who responded 
with an interesting talk on the importance of friendliness 
and cooperation as the key to a successful auxiliary. 


The afternoon session was called to order by the Presi- 
dent, Mrs. Wright and interesting reports were given by 
members of the Board. 


It was proposed by Mrs. Harold Trimble, Councilor 
from Seventh District, that a revision be made in the Con- 
stitution of the Woman’s Auxiliary to the California Medi- 
cal Association in Section 1 of Article IX—Nominations 
and Elections. 


Article XV—Amendments—provides that : 


This Constitution may be amended at any regular annual 
meeting of this Auxiliary by a two-thirds vote of the mem- 
bers of the House of Delegates present and voting, provided 
a copy of the proposed amendment shall have been mailed 
to each member of the Board of Directors and to the Sec- 
retary of each County Auxiliary at least sixty (60) days 
prior to the date of said meeting; and provided further that 
said amendment shall have been published at least once in 
CALIFORNIA AND WESTERN MEDICINE at least three months 
prior to the adoption thereof ; and provided finally that such 
amendment shall, prior to the adoption thereof, have been 
approved by the Council of the California Medical Asso- 
ciation evidenced by resolution thereof. 


The following proposed amendment is published as pro- 
vided for in Article XV—Amendments : 


SEcTION 1. For the years 1939 to 1940 and 1940 to 1941 
the Nominating Committees, each consisting of five mem- 
bers, shall be elected at the Annual Meeting, held in May, 
1939. Each committee shall consist of five members, two of 
whom shall be elected by the Board of Directors, and three 
to be members at large, elected by the House of Delegates. 
The members elected by the Board of Directors shall be 
elected at the regular meeting held previous to the Annual 
Meeting, while the members elected by the House of Dele- 
gates shall be elected at the first session of the Annual 
Convention. The Board of Directors shall designate the 
chairman of each committee. The Nominating Committee 
so elected for 1939 to 1940 shall present this report of 
nominees as soon as possible. The Nominating Committee 
so elected for 1940 to 1941 shall meet sixty days prior to 
the Annual Meeting of 1940 and prepare its report and sub- 
mit the same at the first session of the Annual Meeting in 
1940. 


Beginning with the Annual Meeting in 1940, and annually 
thereafter, the Nominating Committee shall be elected each 
year in advance and shall consist of five members, two 
elected by the Board of Directors and three to be members 
at large, elected by the House of Delegates. 


It shall be the duty of the Nominating Committee to 
nominate and present, in the regular order of business, can- 
didates for the following offices: President-elect, first vice- 
president, second vice-president, recording secretary, treas- 
urer and four councilors-at-large, to serve for one year or 
until their successors assume office. 


Section 1 of Article [IX at present provides as follows: 


A Nominating Committee, consisting of five members, 
shall be provided as follows: Two members to be elected by 
the Board of Directors at the regular meeting held previous 
to the annual meeting, and three members at large, to be 
elected by the House of Delegates at the first session of the 
annual convention. The Board of Directors shall designate 
the chairman. It shall be the duty of this committee to 
nominate and present in the regular order of business, can- 
didates for the following offices: President-elect, first vice- 
president, second vice-president, recording secretary, treas- 
urer and four councilors-at-large, to serve for one year or 
until their successors assume office. 


Component County Auxiliaries 
Alameda County 
Mrs. A. A. Alexander of Piedmont was chairman of 
arrangements of the annual dinner dance given by the 
Woman’s Auxiliary to the Alameda County Medical Asso- 
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ciation honoring their husbands, the doctors of Alameda 
County, on February 15. 

The Athens Athletic Club was the scene of the gala 
spring party, which provided an excellent floor show, 
bridge, Chinese checkers, and “just visiting” in the lounge 
of the club. 

The guests were graciously received by the Reception 
Committee and dinner was served at 8 p. m. to over three 
hundred doctors and wives. 

Spring was the theme for the decorations used by Mrs. 
Wallace T. Partch and her committee in the lounge and 
on the dinner tables. 

Mrs. I. O. Church was chairman of entertainment, as- 
sisted by Mrs. Walter Adams, who was in charge of games, 

Reservations were made with Mrs. George Calvin. 

Mrs. Grant EL:tts, Publicity Chairman. 
& 
Fresno County 


The Woman’s Auxiliary to the Fresno County Medical 
Association were happy to welcome Mrs. Harold G. 
Trimble of Piedmont, Councilor for Seventh District and 
State Hygeia Chairman, at their meeting on February 7. 
Thirty members were present. 

Mrs. Trimble spoke on the Value and Purpose of the 
Hygeia Health Magazine to the General Public Through a 
Wide Circulation. She also gave splendid ideas on the ways 
and means of developing the circulation. Her inspiring talk 
created much enthusiasm among the members. 


Mrs. Kenneth Staniford presented Dr. Elliot Sorsky, 
who gave a talk on the Comparison of Health Conditions 
in India with Those in America. He illustrated his talk 
with colored movies, which were very instructive and en- 
tertaining. 

Heart Disease will be the topic for discussion at a public 
health meeting on March 10. Mrs. J. R. Walker is chair- 
man, and is developing an interesting program. 


Mrs. Cuar_es H. INGRAM, Publicity Chairman. 
® 
Los Angeles County 

The regular monthly meeting of the Los Angeles County 
Woman’s Auxiliary was held at the Orthopedic Hospital 
on January 24. Luncheon was served promptly at noon to 
136 members and guests. 

After luncheon, the President, Mrs. William H. Leake, 


called the meeting to order. Reports were given by the 
Treasurer and standing committees. 


Mrs. Leake requested the members to convey to her per- 
sonally their ideas of The Courier. 

Dr. Charles L. Lowman, Chief of Staff of the Orthopedic 
Hospital, welcomed the members and guests of the Aux- 
iliary with a short address. Mrs. Leake also introduced 
Mrs. Weir, codrdinator of Educational Activity, and Miss 
Berry, assistant superintendent of the hospital. 


Dr. Robert L. Carroll, a member of the hospital staff, 
described a very interesting and beneficial Educational 
Activity provided for the patients, which he calls The The- 
rapeutic Theatre. Any patient may join the orthopedic 
drama group regardless of deformity, and the results are 
extremely satisfactory. 


Mrs. Tyrone Power directed the well-written play, en- 
titled “For Distinguished Service Under Fire.” A story 
dealing with the eternal triangle in the lighter vein. 


One of the guests of honor, Mme. Gosta Dohlman, wife 
of Professor Dohlman of Lund University, Sweden, was 
generous in her praise of Southern California. She com- 
pared its beauty and charms with those of Sweden. Mme. 
Dohlman pointed out that although her country was not 
very rich, indigent persons were well cared for by the 
government. 

Mrs. Kart Von Hacen, Publicity Chairman. 
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Orange County 


The doctors’ wives and members of the Woman’s Aux- 
iliary joined in the celebration of the fifty years of organized 
activity of the Orange County Medical Association at their 
annual installation and banquet, given January 10, at the 
Santa Ana Country Club. 

A string trio furnished music before and during the din- 
ner hour. Cantu, a magician from Mexico City, entertained 
the guests with feats of magic. 

Greetings from the Woman’s Auxiliary were extended 
by the President, Mrs. Hiram Currey. 

The guest speaker, Hon. Judge Franklin West, ad- 
dressed the members on Leaves From the Notebook of a 
Lawyer. 

Mrs. G. WENDELL OLsson, Publicity Chairman. 
® 
Riverside County 

The Riverside County Medical Association and the San 
Bernardino Medical Association were joined by the mem- 
bers of the Woman’s Auxiliary of Riverside County for a 
banquet honoring the officers of the California Medical 
Association on January 18. 

About 110 doctors and wives met at the Riverside 
Woman’s Club. The guests of honor were State Officers: 
Doctors W. W. Roblee, president; Charles Dukes, presi- 
dent-elect; George Kress, secretary. Also the charming 
President of the State Auxiliary, Mrs. Clifford A. Wright 
and her secretary, Mrs. E. Eric Larson. 

After dinner, the Proposed Medical Service Plan was 
discussed by Dr. Charles Dukes. 

Later in the evening the doctors and the wives met 
separately, at which time Mrs. Wright addressed the women 
with a message of inspiration and interest. 


Although the doctors’ wives of San Bernardino County 
are not organized into an auxiliary, it was very gratifying 
and a great pleasure to have so many guests from that 
county. Mrs. T. A. Carp, Publicity Chairman. 


® 
San Diego County 


The Woman’s Auxiliary to the San Diego County Medi- 
cal Association was honored January 10 by a visit from the 
State President, Mrs. Clifford A. Wright and her secretary, 
Mrs. E. Eric Larson. 


An informal reception was held in the lounge of the Uni- 
versity Club, followed by a luncheon at 12:30. Sixty-eight 
members were present. 


In the absence of the President, Mrs. C. O. Tanner, the 
Vice-President, Mrs. R. Emerson Bond, presided. 


Mrs. Wright gave a brief talk on the Need of a Woman's 
Auxiliary in Imperial County and enlisted the aid of the 
San Diego County Auxiliary in establishing one. Mrs. 
Wright also urged the use of books from the State Aux- 
iliary library for book reviews and study. Mrs. Larson 
spoke a word of greeting to the members. 


Mrs. F. G. Lindemulder, Chairman of Public Relations, 
gave a report of the Public Health Institute, held Novem- 
ber 1. Mrs. E. H. Christopherson, chairman of the annual 
bridge benefit given on November 14, reported on the 
activity. Mrs. H. K. Avsertson, Publicity Chairman. 
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Ye 
San Francisco County 


The regular monthly meeting of the Woman’s Auxiliary 
to the San Francisco County Medical Society was held 
January 17 in the County Medical Society Building. The 
president, Mrs. Thomas E. Gibson, presided with over one 
hundred members and guests present. 

The guest speaker, Mrs. Frances Parish, gave a very 
interesting talk about her Seeing-eye Dog. She told of her 
experience and how she had obtained her dog. It was 
through listening to a radio broadcast by Mr. Alexander 
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Wollcott on the Town Crier program that she learned of 
the service of the seeing-eye dog in assisting and caring for 
blind persons in their need for a guide. Mr. Wollcott 
assisted Mrs. Parish in obtaining her dog from the Society 
for Seeing-eye Dogs in Morristown, New Jersey, where 
this special breed are raised and trained. 

After the meeting, tea was served in the library. Mes- 
dames A. S. Musante and Harry Oliver, assisted by their 
committee, were the hostesses of the day. Spring blossoms 
were used in the beautiful decorations. 

Mrs. Crain F. Getston, Publicity Chairman. 


CS 
Santa Barbara County 


A luncheon meeting of the Woman’s Auxiliary to the 
Santa Barbara County Medical Society was held at the 
Colonial Tea Room, January 9, with seventeen members 
and one guest present. 

The treasurer was authorized to notify the Superintend- 
ent of Nurses of the Knapp School of Nursing that the 
Auxiliary would make the customary award of $10 to the 
best student nurse in the graduating class of April, 1939. 

Mrs. William Renfry Hunt reviewed William Mac- 
Carthey’s book, “Fifty Years a Country Doctor.” 

The first vice-president, Mrs. Alfred Wilcox, invited 
members of the Woman’s Auxiliary to attend a meeting of 
the American Association of University Women’s Forum 
at her home, January 18. Socialized Medicine was the topic 
for discussion. 

Mrs. C. W. Henperson, Publicity Chairman. 


& 
Santa Clara County 


The regular January and February meetings of the 
Woman’s Auxiliary to the Santa Clara Medical Association 
were held at Savin’s Restaurant in San Jose, where the 
members met for luncheon. 

Mrs. Russell V. Lee, program chairman, has followed the 
theme of Public Health and Public Health Laws this year 
and presented Dr. Edward Liston of Palo Alto at the 
January meeting. Dr. Liston talked on Medical and Hos- 
pital Insurance and reported on the House of Delegates 
meeting in Los Angeles. He explained that much had been 
accomplished and that there was still much to be worked 
out. 

In February, Dr. Walter Brown, Professor of Hygiene 
at Stanford University, spoke on Public Health, Past and 
Present. Doctor Brown gave a very vivid picture of his 
recent trip to the Norwegian countries where he visited the 
leading public health centers, medical schools, and hospitals, 
and was invited to speak at these various institutions. He 
described Norway’s method of controlling venereal disease 
and the tremendous program for the care of children’s teeth 
which are in poor condition due to the lack of necessary 
vitamins in the average diet. 

The members voted to send $5.00 to the County Tubercu- 
losis Association and $5.00 for the Courier. 

A silver tea is being planned to take place early in May at 
the home of Mrs. R. Stanley Kneeshaw, who is Chairman 
of Arrangements. The proceeds will be used to send as 
many children as possible to camp this summer. 

Mrs. Cartes E. Moore, Publicity Chairman. 
& 
Santa Cruz County 

The Woman’s Auxiliary to the Santa Cruz County 
Medical Society met for luncheon at Buckhart’s in Watson- 
ville on January 23, with eighteen members present. The 
president, Mrs. Alfred L. Phillips, presided. 

A very interesting and educational program on the Cure 
and Prevention of Cancer is being planned for April. 

At the conclusion of the meeting, the members were taken 


on a tour of inspection of the beautiful new Watsonvill: 
Hospital. Mrs. R. C. Atsperc, Publicity Chairman. 








MISCELLANY 


Under this department are ordinarily grouped: News Items; Letters; Special Articles; Twenty-five Years Ago column; 


California Board of Medical Examiners; and other columns as occasion may warrant. 


Items for the News column must be 


furnished by the fifteenth of the preceding month. For Book Reviews, see index on the front cover, under Miscellany. 








NEWS 


Coming Meetings 


American Medical Association, St. Louis, Missouri, May 
15 to 19, 1939. Olin West, M.D., Secretary, 535 North 
Dearborn Street, Chicago, Illinois. 


California Medical Association, Hotel Del Monte, May 
1 to 4, 1939. George H. Kress, M. D., Secretary, 450 Sutter 
Street, San Francisco. 


Pacific Coast Surgical Association, San Francisco, Oak- 
land, Del Monte, March 28 to 31, 1939. H. Glenn Bell, 
M.D., Secretary, University of California Hospital, San 
Francisco. 


Medical Broadcasts* 
Los Angeles County Medical Association 


The radio broadcast program for the Los Angeles County 
Medical Association for the month of March is as follows: 
Thursday, March 2—KECA, 10:45 a. m., The Road of 

Health. 

Saturday, March 4—KFIT, 9:00 a. m., 

KFAC, 11:30 a. m., 
Thursday, March 

Health. 
Saturday, March 11—KFI, 8:00 a. m., The Road of Health; 

KFAC, 11:30 a. m., Your Doctor and You. 
Thursday, March 16—KECA, 10:45 a. m., 

Health. 

Saturday, March 18—KFI, 9:00 a. m., The Road of Health ; 

KFAC, 11:30 a. m., Your Doctor and You. 

Thursday, March 283—KECA, 10:45 a. m., The Road of 

Health, 

Saturday, March 25—KFI, 9:00 a. m., The Road of Health; 

KFAC, 11:30 a. m., Your Doctor and You. 
Thursday, March 30—KECA, 10:45 a. m., 

Health. 


The Road of Health; 
Your Doctor and You. 


9—KECA, 10:45 a. m., The Road of 


The Road of 


The Road to 


Health for the Masses—How?—In a series of articles, 
commencing on February 6, the San Francisco News pre- 
sented an interesting series of articles, three of which were 
from the pen of Dr. T. Henshaw Kelly of San Francisco, 
who presented the story of Voluntary Medical Service and 


the newly organized California Physicians’ Service. The 


foreword of the third article of the series follows: 


“Should health insurance be on a compulsory or voluntary 
basis? This issue confronts Californians, with the State 
Administration sponsoring a compulsory health insurance 
bill, pending in the Legislature, and the California Phy- 
sicians’ Service, organized by the California Medical As- 
sociation, announcing it is about to offer a state-wide volun- 
tary health insurance. Having discussed the need for health 
insurance, and the steps already taken toward it, the News 
offers the views of proponents of each system: First, Dr. 
Barbara N. Armstrong, professor of law at the University 
of California, author and expert in the field of social 
security, presents the case for the Administration’s bill, 
which she helped prepare, in a series of articles of which 
the following is the first. Next, Dr. T. Henshaw Kelly, 
assistant secretary-treasurer of the California Physicians’ 
Service, will discuss the voluntary system.—The Editor.” 


*County societies giving medical broadcasts are re- 
quested to send information as soon as arranged (stating 
Station, day, date and hour, and subject) to CALIFORNIA 
ae WESTERN MEDICINE, 450 Sutter Street, San Francisco, 
for inclusion in this column. 


Federal Income Tax Reports: Deductions.—A sum- 
mary of possible deductions allowable for physicians ap- 
peared in CALIFORNIA AND WESTERN MEDICINE, March, 
1938, on page 228. Readers who are compiling their income 
tax reports may wish to refer to the article. 


American Board of Obstetrics and Gynecology: Ex- 
aminations, ication for admission to the Group A, 
May, 1939, Board examinations must be on file in the Sec- 
retary’s office not later than March 15, 1939. 

The general oral, clinical and pathological examinations 
for all candidates, Part II Examinations (Groups A and B) 
will be conducted by the entire Board, meeting in St. Louis, 
Missouri, on May 15 and 16, 1939, immediately prior to the 
annual meeting of the American Medical Association. No- 
tice of time and place of these examinations will be for- 
warded to all candidates well in advance of the examination 
dates. 

Candidates for reéxamination in Part II (Groups A and 
B), must request such reéxamination by writing the Sec- 
retary’s office before April 1, 1939. Candidates who are 
required to take reéxaminations must do so before the 
expiration of three years from the date of their first ex- 
amination. 

The annual dinner meeting of the Board to which all 
diplomates and candidates are invited, as well as their wives 
and others interested in the work of the Board, will be 
held at the Congress Hotel, St. Louis, on Wednesday eve- 
ning, May 17, following the close of the examinations. 

Application blanks and booklets of information may be 
obtained from Dr. Paul Titus, Secretary, 1015 Highland 
Building, Pittsburgh, (6) Pennsylvania. 


The Samuel D. Gross Prize: Fifteen Hundred Dol- 
lars.—The conditions annexed by the testator are that the 
prize “shall be awarded every five years to the writer of the 
best original essay, not exceeding 150 printed pages, octavo, 
in length, illustrative of some subject in Surgical Pathology 
or Surgical Practice founded upon original investigations, 
the candidates for the prize to be American citizens.” 

It is expressly stipulated that the competitor who receives 
the prize shall publish his essay in book form, and that he 
shall deposit one copy of the work in the Samuel D. Gross 
Library of the Philadelphia Academy of Surgery, and that 
on the title page it shall be stated that to the essay was 
awarded the Samuel D. Gross Prize of the Philadelphia 
Academy of Surgery. 

The essays, which must be written by a single author in 
the English language, should be sent to the “Trustees of 
the Samuel D. Gross Prize of the Philadelphia Academy of 
Surgery, care of the College of Physicians, 19 South 
Twenty-second Street, Philadelphia,” on or before January 
1, 1940. 

Each essay must be typewritten, distinguished by a motto, 
and accompanied by a sealed envelope bearing the same 
motto, containing the name and address of the writer. No 
envelope will be opened except that which accompanies the 
successful essay. 

The committee will return the unsuccessful essays if re- 
claimed by their respective writers, or their agents, within 
one year. 

The committee reserves the right to make no award if 
the essays submitted are not considered worthy of the prize. 
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Lawrence to Speak at National Physicians’ Meet.— 
The work of the University of California cyclotron in pro- 
ducing radioactive substances and in the direct treatment of 
cancer through its neutron rays is to be made the subject 
of the convocation address of the annual meeting, American 
College of Physicians, in New Orleans. The address is to 
be made by Dr. E. O. Lawrence, director of the University’s 
radiation laboratory. Dr. William J. Kerr, head of the de- 
partment of medicine, in the University’s Medical School, 
San Francisco, is president of the College. The meeting is 
to be held March 27 to 31. 

Doctor Lawrence has selected for his topic, The Newer 
Physics and Medicine. He will go into the production of 
the radioactive substances and the neutron ray in some 
detail, and will touch on their application in the field of 
medicine from the viewpoint of the physicist solely. 


Portland Postgraduate Course in Ophthalmology and 
Otolaryngology.—The Fourth Annual Spring Postgrad- 
uate Course in Ophthalmology and Otolaryngology will be 
held in Portland, Oregon, the week of April 3 to 8, 1939. It 
is announced that the course will be honored by the pres- 
ence of two nationally known guest teachers for the full 
week. They are Dr. John J. Shea of Memphis, and Dr. 
Webb W. Weeks of New York. This course is sponsored 
jointly by the University of Oregon Medical School and 
the Oregon Academy of Ophthalmology and Otolaryn- 
gology. The program is a diversified one; mornings are 
occupied with didactic lectures, afternoons are devoted to 
clinical work and at the evening sessions there will be 
classes in the Department of Surgical Anatomy. Added 
features to this “fourth” course will be a course in cat’s eye 
surgery given by Doctor Weeks, and Teaching Moving 
Pictures, which have proven so popular at the American 
Academy meetings. 

The preliminary programs will be ready about March 1. 
These, and additional information can be secured by writing 
to Paul Bailey, Secretary, 929 Medical Dental Building, 
Portland, Oregon. 


A New Treatment for Diphtheria and Lockjaw.— 
The use of a single agent designed to protect against the 
diseases of diphtheria and tetanus is being started by the 
department of pediatrics of the University of California 
Medical School as part of its disease prevention program. 
In the past, diphtheria prevention was first accomplished 
by the use of toxin-antitoxin mixtures. It was later shown 
that formalin could be used in place of the antitoxin and 
that the resultant preparation known as toxoid was not 
only more efficient as an immunizing agent, but also 
avoided the horse serum present in antitoxin. 

More recently, Doctor Ramon, who first developed toxoid 
at the Pasteur Institute has shown that the same method 
can be applied to tetanus. While the toxoids of diphtheria 
and tetanus can be given separately, Doctor Ramon and 
others working in the field of immunology have shown that 
the combination of the two toxoids is of benefit. 


Thus, an infant or a child with no more manipulation 
than is now done to protect against diphtheria, can also have 
the benefit of protection against tetanus. It is hoped the 
procedure may avoid for some sensitive individuals the 
hazard of tetanus antitoxin administration. 


At the present time emergency hospitals use the antitoxin 
as a preventive measure against tetanus developing in in- 
juries, particularly from street accidents. It is hoped that 
with the new program a final injection of toxoid for such 
individuals as have had the program will be more efficient 
and simpler. 


The program has been adopted by the French Army and 
a few clinics in the United States. As a measure of con- 


siderable merit for public health a more extensive adoption 
can be anticipated. 
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Public Health League of California.— The annual 
meeting of the Northern District of the Public Health 
League of California was held on Thursday evening, Febru- 
ary 9, at the Veneto Restaurant in San Francisco. 

Bills now before the Legislature and the election of 
officers were the major items on the program. 


Stanford University School of Medicine.—Stanford 
University is pleased to announce that the twenty-seventh 
course of Lane Lectures will be given by Dr. Thomas M. 
Rivers on May 22, 23, 24, 25, and 26, 1939. The general 
title for the series of lectures will be “Viruses and Virus 
Diseases.” 

Doctor Rivers is the director of the Hospital of the 
Rockefeller Institute for Medical Research, and is an inter- 
national authority on virus diseases. 


“Syphilis and Your Town.”—“The cheapest thing any 
town can do with syphilis is to cure it.” 

That was the keynote of a recent announcement by Dr. 
R. A. Vonderlehr, Assistant Surgeon-General in charge of 
the Division of Venereal Diseases, United States Public 
Health Service, of a new nine-point program for syphilis 
control in the local community. The effort is a part of the 
Government’s nation-wide campaign to check the spread of 
venereal diseases. 

The program is outlined in a new publication, Syphilis 
and Your Town, designed to assist local communities in 
making an adequate check upon the scope, effectiveness and 
facilities of local venereal disease control projects. The nine 
points, set forth in a questionnaire intended to suggest best 
results from unified action by local groups, are as follows: 

1. Do your state and town have a trained public health 
staff that knows how to deal with syphilis? 

2. Does your state require reporting and follow-up on all 
cases of syphilis? 

3. Are patients in your town assured of good syphilis 
treatment even if they cannot afford to pay? 

4. Do physicians and clinics in your town have access to 
free laboratory service for blood tests? 

5. Do your state and town distribute free antisyphilitic 
drugs to all physicians and clinics? 

6. Is every expectant mother required to have a blood 
test in your state? 

7. Are medical certificates, including a blood test for 
syphilis, required before marriage in your state? 

8. Does every complete physical examination given in 
your town include the blood test? 

9. Has your town an education program aimed at age 
groups most frequently acquiring syphilis ? 

Doctor Vonderlehr pointed out that public education is 
the crux of syphilis control, and added, “People must learn 
to consult a doctor or clinic. They must know that drug- 
store remedies and self-treatment are worthless. They 
must know that treatment begun early will cure syphilis 
in nearly every case, while, if left untreated, the patient is 


likely to develop brain, heart, or nervous system complica- 
tions.” 


The Public Health Service stressed the value of the blood 
test and the importance of making this test a part of every 
complete physical examination. “Syphilis control pro- 
grams,” said the new publication, “should make provision 
for blood tests, not only for prenatal examination but as 
routine for every hospital patient and a part of every in- 
surance examination. Life expectancy of untreated syph- 
ilitics is 20 per cent lower than normal.” 

Doctor Vonderlehr concluded by insisting that the public 
must realize the cost of syphilis—its share in lives wasted, 
its toll in dollars. “All this is preventable if adequate con- 
trol programs can be started and continued in every part oi 
the country,” he declared. “It will be cheaper, too—the 
cheapest thing any town can do with syphilis is to cure it.” 





March, 1939 


Southern California Medical Association.—The one- 
hundredth semi-annual meeting of the Southern California 
Medical Association will be held at the headquarters of 
the Los Angeles County Medical Association, 1925 Wil- 
shire Boulevard, Los Angeles, Wednesday and Thursday, 
March 15 and 16, 1939. A splendid program of scientific 
papers and discussions has been arranged. 

Commemorating the fiftieth anniversary of the Associ- 
ation, a semi-centennial celebration will be held on the eve- 
ning of Wednesday, March 15, 1939, at seven o'clock, at 
the California Club. Following a semi-formal stag dinner, 
addresses will be made by a brilliant array of leaders of 
organized medicine. 

All members of the county medical societies of Southern 
California are invited to attend the scientific meetings and 
the dinner program. Since it is anticipated that there will 
be a large attendance at the dinner, it will be necessary that 
reservations be made without delay. Covers will be laid 
only for those who have paid reservations. Checks in the 
sum of $2.50 per plate should be made payable to the 
Southern California Medical Association, and may be sent 
to Suite 501, 1930 Wilshire Boulevard, Los Angeles. On 
receipt of remittances, tickets, which will be numbered, will 
be forwarded without delay. 


The program follows: 


March 15 
WEDNESDAY AFTERNOON SESSION 
2p.m. 

Pneumonia—The Results of Specific Therapy in Cases Due 
to Pneumococci of the Higher Types.—Roy E. Thomas, 
M.D., Los Angeles. 

Discussion by George T. Burke, M.D., Pasadena, and 
Louis E. Martin, M.D., Los Angeles, 

Prophylactic Measures in Pernicious Anemia.—John Mar- 
tin Askey, M.D., Los Angeles. 

Discussion by William S. Kiskadden, M. D., and A. M. 
Roberts, M.D., both of Los Angeles. 
Functional Indigestion as Related to Acidity of the Duo- 
a Contents.—Alfred E. Koehler, M.D., Santa Bar- 
ara, 
Discussion by William C. Boeck, M.D., and Ernest C. 
Fishbaugh, M.D., both of Los Angeles. 
Gout.—Philip S. Hench, M.D., Rochester, Minnesota. 
Discussion by Joseph A. Pollia, M.D., and Ray A. Carter, 
M.D., both of Los Angeles. 

The Relation of Medicine to Insurance.—William H. Scoins, 
M.D., Los Angeles. 

Discussion by Verne R. Mason, M.D., and John C. Wil- 
son, M.D., both of Los Angeles. 


¢ £ # 


March 15 


Semicentennial Celebration on the occasion of the One 
Hundredth Semiannual Meeting of the Southern Cali- 
fornia Medical Association. 

Dinner, Wednesday, March 15, 7 p. m., California Club, 
Los Angeles. 

PROGRAM 


Address of Welcome, John C. Ruddock, M.D., President 
Toastmaster, Edward M. Pallette, M.D. 


GUEST SPEAKERS 


Philip S. Hench, M.D., Rochester, Minnesota; Associate 
Professor of Medicine, Mayo Foundation, University of 
Minnesota. 

William W. Roblee, M.D., Riverside; President, California 
Medical Association. 

William J. Kerr, M.D., San Francisco; Professor of Medi- 
cine, University of California; President, American Col- 
lege of Physicians; President, American Heart Asso- 
ciation, 

Donald C. Balfour, M.D., Rochester, Minnesota; Professor 
of Surgery, Mayo Foundation, University of Minnesota; 
Past President, American College of Surgeons; Regent, 
American College of Surgeons. 

Rock Sleyster, M.D., Wauwatosa, Wisconsin; Medical Di- 
rector, Milwaukee Sanitarium ; President-elect, American 
Medical Association. 

March 16 


THURSDAY MORNING SESSION 
10 a.m. 


Late Results Following Operations on the Biliary Tract.— 
James H. Saint, M.D., Santa Barbara, 
Discussion by Leroy B. Sherry, M.D., Pasadena, and 
Conrad J. Baumgartner, M.D., Los Angeles. 
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The Present Status of the Treatment of Fractures of the 
Neck of the Femur.—Francis M. McKeever, M.D., Los 
Angeles, 

Discussion by Vernon P. Thompson, M. D., and Paul E. 
McMaster, M.D., both of Los Angeles. 

Osteomyelitis of the Frontal Bone.—Joseph B. 
M.D., Los Angeles. 

Discussion by Pierre P. Violé, M.D., and J. Mackenzie 
Brown, M.D., both of Los Angeles. 

The Management of Strabismus.—John P. Lordan, M.D., 
Los Angeles. 

Discussion by M. N. Beigelman, M.D., and A. Ray Irvine, 
M.D., both of Los Angeles. 


March 16 
THURSDAY AFTERNOON SESSION 
2p. m. 
Hypoglycemia with Special Reference to Adenoma of the 
Pancreas.—Hildahl I. Burtness, M.D., Santa Barbara. 
Discussion by Percival A. Gray, M.D., Santa Barbara, and 
George Thomason, M.D., Los Angeles. 
Sulfanilamide.—A. G. Bower, M.D., and William J. Mitchell, 
Jr., M.D., Los Angeles. 
Discussion by A. Elmer Belt, M.D., Los Angeles, and Pavl 
M. Hamilton, M.D., Alhambra. 
Avitaminosis as Seen in Private Practice. 
low, M.D., La Jolla. 
Discussion by Howard F. West, M.D., Los Angeles, and 
Benjamin N. Tager, M.D., West Los Angeles. 
Urolithiasis and Protracted Recumbency.—Albert J. Scholl, 
M.D., Los Angeles. 
Discussion by James A. May, M.D., San Diego, and Henry 
Verrill Findlay, M.D., Santa Barbara. 
March 16 
THURSDAY EVENING SESSION 
Joint Meeting of the Southern California Medical Associ- 
ation with the Los Angeles County Medical Association. 
The Social Aspects of Medicine.—Rock Sleyster, M.D., Wau- 
watosa, Wisconsin ; Medical Director, Milwaukee Sani- 
tarium ; President-elect, American Medical Association. 


Stevens, 


Arthur A. Mac- 


Malaria Infection: Color Test for Blood Corpuscles.— 
A new and simple biochemical color test of blood corpuscles 
which promises to disclose a malaria infection when para- 
sites cannot be found under the miscroscope has been de- 
vised by H. O. Proske, Chief Medical Technician, and Dr. 
Robert B. Watson, Senior Malariologist, Division of Ma- 
laria Studies and Control of the Tennessee Valley Authority 
and the technique of the new test method is described in a 
paper, “The Protein Tyrosin Reaction,” in the current issue 
of Public Health Reports of the United States Public 
Health Service. 

A diagnosis of malaria from clinical findings alone has 
sometimes proved to be inconclusive because some of its 
many symptoms are similar to those of other diseases. For 
this reason it is necessary to resort to the use of certain 
laboratory tests—such as the miscroscopic demonstration of 
malaria parasites in the red blood corpuscles or a specific 
pigment in certain white blood cells. This is not always 
easy to accomplish, however, particularly when the number 
of parasites in the blood circulation is small. 

The new Proske-Watson test is based upon the fact that 
a certain fraction of the blood proteins, the euglobulins, is 
increased in most cases of malaria, and that this increase 
can be demonstrated by the color intensity developed by this 
protein. 

No equipment other than is found in any clinical labora- 
tory is necessary to perform this test, and the reagents em- 
ployed may be purchased from clinical supply houses. Ster- 
ility of equipment is unnecessary. The only major precau- 
tion is that all glassware must be chemically clean. 

In 1927, Henry described a seriodiagnostic test for ma- 
laria. This test was based on the assumption that malaria 
pigment is an active substance which either gives rise to 
the production of antibodies or imparts flocculating pecu- 
larities to the serum of malaria patients. 

It has been suggested that a photometer be used in con- 
nection with the reading of the Henry test and its principal 
modifications. Since this instrument is expensive, the per- 
formance of the test has thus been limited to unusually well- 
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equipped laboratories, a circumstance possibly accounting 
for the fact that the Henry test has not been much used in 
this country. 


It was the purpose of Proske and Watson to devise a 
simpler and more accurate biochemical method for the 
quantitative estimation of serum euglobulin which would 
give results comparable to the melano-reaction of Henry 
and the distilled water method of Chlorine, obviate the 
necessity for the use of an expensive photometer, and be 
relatively easy to perform, so that it could be more generally 
adaptable for the diagnosis of malaria. 


The originators of the new test, in a recent series of ex- 
periments, have obtained 97.4 per cent positive reactions in 
known malaria cases as compared with 81.9 per cent yielded 
by microscopic examination. The test is positive in a few 


other diseases, but these can be differentiated by specific 
tests. 


Medical School, University of California: Alumni 
Day, March 22, 1939.—Commemorating the seventy-first 
charter anniversary of the University of California, the 
Medical School will celebrate its alumni day on Wednes- 
day, March 22, 1939, at the University of California Hospi- 
tal, Medical Center, San Francisco. 

The program follows: 

MORNING 
Toland Hall 
9:00 a.m. to 10:30 a.m.—Demonstration clinics, Division of 

Medicine.—Dr. William J. Kerr and staff. 

:30 a.m. to 11:15 a.m.—Demonstration clinics, Division of 

Surgery.—Dr. Howard C. Naffziger and staff. 

:15 a.m. to 11:30 a.m.—Intermission. 


:30 a.m. to 1:00 p.m.—Demonstration clinics, Division of 
Pediatrics.—Dr. Francis S. Smyth and staff. 


Operating Rooms 
9:00 a.m. to 1:00 p.m.—Operative clinics, Division of Sur- 
gery—Dr. Howard C. Naffziger and staff. Operative 
clinics, Division of Obstetrics and Gynecology.—Dr. 
Frank W. Lynch and staff. 


Afternoon 


2:30 p.m. to 4:00 p.m.—Tour of inspection of the Medical 
Center. Senior medical students will act as guides. 


Annual Congress on Medical Education and Li- 
censure.—The thirty-fifth session was held on February 
13 and 14, at the Palmer House, Chicago. 


The program follows: 


MONDAY MORNING, 10:00 
Ray Lyman Wilbur, M.D., Presiding 


The Protection of the Public Through the Activities of the 
Council on Medical Education and Hospitals of the 
American Medical Association.—Ray Lyman Wilbur, 
M.D., LL.D., Chairman, Stanford University, Calif. 

College Education for the Future Doctor.—James B. Co- 
nant, Ph.D., President, Harvard University, Cambridge, 
Mass. 

The Organization and Subject Matter of General Educa- 
tion.—Robert Maynard Hutchins, LL.D., President, Uni- 
versity of Chicago. 

Canadian Experiments in Medical Economics.—T. C. Rout- 
ley, M.D., LL.D., General Secretary, Canadian Medical 
Association, Toronto, Ont, 


, rf 
MONDAY AFTERNOON, 2:15 
Fred Moore, M.D., Presiding 
The South as Testing Ground for the Regional Approach to 
Public Health and Public Welfare.—Howard W. Odum, 


LL.D., Director, Institute for Research in Social Science, 
University of North Carolina, Chapel Hill. Discussion. 


Symposium on the Small Hospital 

The Community Hospital.—Barry C. Smith, General Direc- 
tor, The Commonwealth Fund, New York. 

Organization and Management of the Small Hospital.— 
Malcolm T. MacEachern, M.D., Associate Director, 
American College of Surgeons, Chicago. 

Planning for a Small Hospital.—William Henry Walsh, 
M.D., Consultant Specialist on Hospitals, Chicago. 
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The Construction of the Small Hospital.—Carl A. Erikson 
of the firm of Schmidt, Garden and Erikson, Architects, 
Chicago. Discussion. 


TUESDAY MORNING, 10:00 
J. H. Musser, M.D., Presiding 


The Program of the National Committee for Mental Hy- 
giene.—Clarence M. Hincks, M.D., General Director, Na- 
tional Committee for Mental Hygiene, New York. Dis- 
cussion. 

Fundamentals of Industrial 
M.D., Professor of Industrial Hygiene, 
Pittsburgh School of Medicine, and 
Westinghouse Electric 
Pittsburgh. Discussion. 

The Relation of Anesthesiology to Medical Education.— 
Ralph M. Waters, M.D., Department of Anesthesia, Uni- 
versity of Wisconsin Medical School, Madison. Discus- 
sion. 

Tenure of Members of the Faculty in Schools of Medicine.— 
Anton J. Carlson, Ph.D., Frank P. Hixon Distinguished 
Service Professor of Physiology, University of Chicago. 
Discussion. 


Hygiene.—T. Lyle Hazlett, 
University of 
Medical Director, 
and Manufacturing Company, 


7 7 7 
TUESDAY, 12:30 


What the Undergraduate College Should Give the Future 
Doctor.—William Mather Lewis, LL.D., President, La- 
fayette College, Easton, Pennsylvania. 


MonpaAy, 6:30 


Recent Impressions of British Medical Education.—Willard 
C. Rappleye, M.D., Dean, Columbia University College of 
Physicians and Surgeons, New York. 


Presidential Address.—H. J. Lehnhoff, M.D., President, 
The Federation of State Medical Boards, Lincoln, Ne- 
braska. Round table discussion. 


,  s 


TUESDAY MORNING, 9:30 
H. J. Lehnhoff, M.D., Presiding 


Does Modern Medical Licensure Procedure Conform to the 
Accepted Standards of Medical Education?—A. C. Fur- 
stenberg, M.D., Dean, University of Michigan Medical 
School, Ann Arbor. 


Examination Results Before Massachusetts State Board of 
Registration in Medicine.—Edward A. Knowlton, M.D., 
Holyoke; Stephen Rushmore, M.D., Boston. 


American Graduates of British Medical Schools.—Harold 
Rypins, M.D., Secretary, New York State Board of Medi- 
cal Examiners, Albany. 


Citizenship and Medical Licensure.—J. Earl McIntyre, 


M.D., Secretary, Michigan State Board of Registration in 
Medicine, Lansing. 


Legal Status of the Interne.—Fred E. Clow, M.D., Secre- 
tary, New Hampshire Board of Registration in Medicine, 
Wolfeboro. Discussion, 


" - ¥ 


TUESDAY AFTERNOON, 2:00 
H. J. Lehnhoff, M.D., Presiding 


Hospital Interne Service in the United States.—Robin C 
Buerki, M.D., Director of Study, Commission on Gradu- 
ate Medical Education, Chicago. 


Looking at Health Insurance Abroad.—J. George Crown- 
hart, Secretary, State Medical Society of Wisconsin, 
Madison. 


Trends in the Distribution of Medical Care.—R. G. Leland, 
M.D., Director, Bureau of Medical Economics, American 
Medical Association, Chicago. Discussion. Executive 
session. 


American Association for the Study of Goiter: Van 
Meter Prize Award.—The American Association for the 
Study of Goiter again offers the Van Meter Prize Award 
of Three Hundred Dollars and two honorable mentions for 
the best essays submitted concerning original work on prob- 
lems related to the thyroid gland. The Award will be made 
at the annual meeting of the Association, which will be held 
in Cincinnati, Ohio, on May 22, 23, and 24, 1939, provided 
essays of sufficient merit are presented in competition. 

The competing essays may cover either clinical or re- 
search investigations; should not exceed three thousand 
words in length; must be presented in English; and a type- 
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written, double-spaced copy sent to the Corresponding Sec- 
retary, Dr. W. Blair Mosser, 133 Biddle Street, Kane, 
Pennsylvania, not later than April 15, 1939. The commit- 
tee, who will review the manuscripts, is composed of men 
well qualified to judge the merits of the competing essays. 


A place will be reserved on the program of the annual 
meeting for presentation of the Prize Award Essay by the 
author if it is possible for him to attend. The essay will be 
published in the annual Proceedings of the Association. This 
will not prevent its further publication, however, in any 
journal selected by the author. 


Report of Health Survey Forthcoming.—The Califor- 
nia Medical Economic Survey, carried out in 1934 and 1935 
at a cost of $100,000 and designed to give the facts regard- 
ing both private and public medicine and their relation to 
the economic picture in the state, is about to issue from the 
Graphic Arts Press in Washington, D. C. The survey was 
sponsored by the California Medical Association, the 
California State Board of Health and the Federal Public 
Health Agencies. 

Much of the research in the survey was handled by Dr. 
Ernest F. Penrose, associate professor of economics in the 
University of California on the Berkeley campus, and Dr. 
Paul A. Dodd, assistant professor of economics on the Los 
Angeles campus. Doctor Dodd investigated medical care 
as an economic problem, and Doctor Penrose studied the 
public health and insurance phases of the survey. Particular 
attention was paid to the condition and the costs of both 
public and private medical care in the state and recommen- 
dations were made to cover defects the survey disclosed. 


An abbreviated copy of the survey was published by the 
California Medical Association. According to Doctor Pen- 
rose the forthcoming volume is the first publication of the 
survey findings in full—Press Sheet, University of Cali- 
fornia. 


Traffic Officers Given Facts on Drinking Drivers.— 
Due to the looseness of existing traffic codes the drinking 
driver is given a valid, though somewhat left-handed argu- 
ment when it comes to showing that a few libations do not 
impair his ability as a motorist. He can usually show that 
his driving is done more carefully, and with less danger of 
accident, than that of the epileptic, who might fall uncon- 
scious at the wheel, and others with unbalanced minds or 
unbalanced nerves, who are permitted to operate motor 
vehicles without the slightest restriction under the law. 


This was stated to the first Pacific Coast Traffic Officers 
Training School at the University of California by Dr. 
George K. Rhodes, associate professor of clinical surgery 
in the University’s medical school in San Francisco. Doctor 
Rhodes suggested that the best way for the public to upset 
that dangerous argument would be to devise a system 
whereby the prospective driver would be subjected to a 
medical examination and other tests. 


Doctor Rhodes presented figures tending to show that 46 
per cent of the traffic arrests are for drunken driving and 
that about 12 per cent of the average driving public are 
suffering from varying degrees of intoxication. Answering 
the question as to when a driver may be considered intoxi- 
cated, Doctor Rhodes said that a concentration of one-tenth 
of 1 per cent alcohol in the blood would begin to show in- 
dications of intoxication. A concentration of between 1-10 
and 2-10 of 1 per cent would show actual intoxication, and 
from 2-10 to 3-10 of 1 per cent would show a dangerous 
degree of intoxication, particularly for the man himself, so 
dangerous in some instances that artificial respiration might 
be needed. 


_ One out of every 250 drivers may figure to be intoxicated 
in some degree, Doctor Rhodes said. The peak age for 
drunken driving appears to be between 25 and 30. 
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Press Clippings.—Some news items from the daily press, 
on matters related to medical practice, follow : 


Olson Names .Board to Study Health Bills 


Governor Olson yesterday named a state-wide committee 
of twenty-one members, headed by Chester H. Rowell, to 
make an exhaustive study of the compulsory health in- 
surance bills pending before the Legislature. 

The Governor has asked the committee to make a report 
to him on two companion measures, Assembly Bill No. 2172 
by a group of authors, including Assemblyman Ben Rosen- 
thal, Los Angeles, and on Senate Bill No. 1128 by Senators 
John F. Shelley, San Francisco, and Robert W. Kenny, Los 
Angeles. 

Selected on Committee * 

Those selected on the committee are: Paul C. Smith, 
general manager of the Chronicle; Dr. Samuel C. May of 
the University of California faculty; Sheriff Daniel C. 
Murphy, San Francisco; E. A. McMillan, San Francisco, 
representative of the Railway Brotherhoods; J. Vernon 
Burke, San Francisco, executive secretary of the Labor 
Non-Partisan League; Hugh Wilkins, Los Angeles, repre- 
senting the Labor Non-Partisan League; Herman Stuyve- 
laar, secretary of the San Francisco District Industrial 
Union Council; Dr. Clyde Emery, Los Angeles; Dr. Paul 
Dodd, professor at the University of California at Los 
Angeles; Dr. S. J. Sperling, Los Angeles; Ansley Salz, San 
Francisco industrialist; Hazel C. Woods, representative of 
the California Nurses’ Association; Dr. Thomas Addis, San 
Francisco; Professor Barbara W. Armstrong, of the law 
department of the University of California; Dr. Elmer 
Belt, Los Angeles; Dr. Philip King Brown, San Francisco; 
Dr. Francis Pottenger, Los Angeles; Dr. Eaton McKay, 
La Jolla; Dr. Aaron J. Rosanoff, State Director of Insti- 
tutions; and Dr. G. Chester Gummess, San Francisco. 


Medical Aid Plan 


These bills set up a plan under which persons would be 
given medical services, hospitalization and laboratory and 
other services benefits. Drugs and medicines would be pro- 
vided. The plan would include maternity cash benefits. 

The program would be administered by a new bureau of 
medical services in the State Department of Employment. 

A program of health insurance fund contributions by em- 
ployers and employees is contemplated. Top contributions 
by employers would be 2 per cent of the pay roll covering 
low wage bracket workers. Top contributions by employees 
would be 1% per cent in the case of salaries running in 
excess of $200 a month. Workers earning under $70 a 
month would be insured without making contributions. 

Physicians would be permitted to register under the pro- 
posed setup for the purpose of contracting with the state to 
render services to beneficiaries.—San Francisco Chronicle, 
February 28. 

7 * * 
Doctor Pottenger Says Nation Will Adopt Health 
Insurance 


Dr. Francis M. Pottenger, formerly president of the 
American College of Physicians and Surgeons, in an ad- 
dress before Town Hall at the Biltmore yesterday, said he 
approved of health insurance. His view is at variance with 
that of the State Medical Society. 

“Compulsory health insurance,” he said, ‘‘is the only plan 
which will insure complete, stable income from all groups 
that require medical care. No matter what may be done by 
medical men, some form of medical insurance which will 
give satisfactory service is sure to come.”’ 

He said that some form of health insurance like that in 
England is likely to come in this country eventually. He 
said that at present 50 per cent of the population of this 
country is being given medical care by the Government 
and that another 40 per cent lack funds to pay for a pro- 
tracted illness, 


Doctor Pottenger is head of the Pottenger Sanitarium at 
Monrovia.—Los Angeles Times, February 21. 


* * * 


Use of Narcotics Drops in State 


7 


Sacramento, February 27 (AP).—Use of narcotics in Cali- 
fornia is rapidly decreasing, State Director of Institutions 
Aaron J. Rosanoff reported to Governor Olson’s monthly 
council meeting today. 


Doctor Rosanoff recommended the narcotic hospital at 
Spadra, which he said is the only state institution of its 


* The list of twenty-one committee members appointed 
by Governor Olson include nine members of the medical 
profession, as follows: From San Francisco, Thomas Addis, 
M.D., and Philip King Brown, M.D.; from Los Angeles, 
Claude Emery, M.D., S. J. Sperling, M.D., Elmer Belt, M.D., 
Francis M. Pottenger, M.D., and Chester Gummess, M.D.; 
from San Diego, Eaton McKay, M.D.; from Sacramento, 
Aaron J. Rosanoff, M.D. 
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kind, be closed as a narcotic hospital and be converted to 
some other or more urgently needed use. 

He said the hospital, with a capacity of 122 beds, now 
has but eighteen patients. 

With the objective of reducing the population of the state 
hospitals, Rosanoff said, the department will codperate 
with various health agencies in the administration of the 
malarial inoculation treatment for syphilis in cases with 
evidence of involvement of the nervous system. Such treat- 
ments will be given in all the state hospitals, he said. 

The Council also heard Director of Public Works Frank 
W. Clark’s prediction the Federal Government will codper- 
ate in the construction of a steam-electric power plant at 
Antioch in connection with the Central Valley project. 

The plant would cost approximately $20,000,000 and be 
designed to handle public power distribution prior to the 
completion of the Shasta Dam unit of the undertaking. 

Clark asked Governor Olson to give immediate consider- 
ation to a request for $250,000 with which a preliminary 
study and survey of the Antioch project would be made. 

Reporting on the work of the revised Golden Gate Inter- 
national Exposition Commission, Clark said a brief investi- 
gation had led him to the belief the state’s chances of 
regaining its $5,000,000 investment ‘‘do not look too en- 
couraging.”’ 

“Well, most fairs seem to end in deficits instead of sur- 
pluses,” the Governor remarked.—San Francisco Chronicle, 
February 28. 

= ~ * 


California Physicians’ Service Incorporated* 


Sacramento, February 3 (UP).—Voluntary insurance for 
medical service and hospital care was offered today by the 
California Physicians’ Service in articles of incorporation 
on file with Secretary of State Frank C. Jordan. 

The corporation is composed of members of the California 
Medical Association, but the voluntary medical service plan 
may be participated in by all doctors of medicine so de- 
siring, the statement of incorporation said. 

President Ray Lyman Wilbur of Stanford University and 
six prominent physicians signed the articles. 

The statement of incorporation declared that ‘‘prompt 
and adequate medical attention and hospital care whenever 
needed’”’ would be provided to the people of California on a 
budgeting basis ‘‘without injury to standards of medical 
service, without disruption of proper physician-patient re- 
lations and without profit to any agency.” 

All payments made by patients, the statement read, will 
be utilized for medical service and hospital care, except 
costs of administration. It assured efficient public and civic 
service “without commercial exploitation of patients or 
profession . .. and without restrictions of individual right 
freely to select the doctor and hospital desired.” 

Increased costs of medical attention were attributed to 
the ‘‘very advances made by modern science.” The state- 
ment predicted medical service and hospital costs would 
increase as new methods and equipment are discovered. 

San Francisco was designated as headquarters of the 
new corporation, which has administrative membership of 
seventy-five physicians and an unlimited professional clas- 
sification and beneficiary group. — San Francisco News, 
February 3. 

* ” * 


California Medical Body Acts to Form Health Group 
Periodic Payments Would Care for Members in Ill Health 

Sacramento, February 3 (INS).—Because the “always un- 
predictable injury or illness is a financial catastrophe too 
great to be borne by some persons,’’ and because ‘‘the total 
cost of these injuries and illnesses is within the means of 
a group,”’ articles of incorporation had been filed in Sacra- 
mento today by all members of the California Medical 
Association for the ‘‘California Physicians’ Service.” 


“Open to All” 

Under terms of the articles, the group would “establish 
and maintain a fund by periodic payments by its beneficiary 
members for medical services.”’ 

There is no limit to the authorized number of beneficiary 
members. 

The articles set forth that any member of the service may 
select the doctor, hospital and treatment desired. 

The fund for this group treatment would be accumulated 
by payment of dues but members would not be liable to 
assessments. 

The Members 

Directors of the socialized medical group are: 

Dr. Ray Lyman Wilbur, Stanford University; C. Kelly 
Canelo, San Jose; W. Earl Mitchell, Berkeley; Samuel 
Ayres, Jr., Los Angeles; Alson R, Kilgore, San Francisco; 
Lowell S. Goin, Los Angeles, and T. Henshaw Kelly, San 
Francisco.—San Francisco Call-Bulletin, February 3. 


* For Articles of Incorporation, see CALIFORNIA AND WEST- 
ERN MEDICINE, February, 1939, on page 134. 
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Name Two Hospital Supervision Groups 


Los Angeles County General Hospital supervision was 
put under scrutiny by the Board of Supervisors today with 
appointment of two committees, one to effectuate medical 
school supervision of all hospital work, the other to study 
reforms in the method of collecting hospital bills from those 
less able to pay. 

The committees were announced by Supervisor Gordon 
L. McDonough, Chairman of the Hospital Advisory Com- 
mittee. 

To put into effect the recently voted plan for having 
medical supervisors from the two medical schools, Univer- 
sity of Southern California and College of Medical Evan- 
gelists, supervise the 479 physicians and surgeons who give 
part of their time to General Hospital, the following com- 
mittee was named: Dean Paul S. McKibbon, of the U.S.C. 
medical school; Dean Percy M. Magan, of the College of 
Medical Evangelists; Dr. Walter A. Bayley, member of the 
attending staff; County Manager Wayne R. Allen and 
County Counsel John H. O’Connor. 

To study the hospital billing system, recently complained 
of by the Grand Jury in a report which said that ‘‘indis- 
criminate billing of indigents resulted in unjustifiable hard- 
ship and hounding of persons unable to pay,’’ the following 
committee was selected: 

County Auditor Joseph M. Lowery, Superintendent of 
Charities; Rex Thomson and Grand Jury Auditor Eugene 
Berger.—Los Angeles Examiner, February 5. 


s * . 
Indigents Face Ambulance Toll 


Recommendation that indigents who used county ambu- 
lance service prior to July 1, 1937, be required to pay $2.50 
was made yesterday to the Board of Supervisors by J. H. 
O’Connor, county counsel. 

O’Connor pointed out that previously the board had ruled 
that after June 29, 1937, indigents would be required to pay 
this amount for ambulance service, but no provision pre- 
vious to this time had been made. 

An order to effect collection of this money will be passed 
on by the board at tomorrow’s meeting.—Los Angeles Ex- 
aminer, February 6. 

* * * 


Rule Given on Medical Aid 


A ruling of Attorney General Earl Warren yesterday 
limited the right of private institutions or unlicensed per- 
sons to render medical services through the medium of a 
hired physician and surgeon. 

In a letter to Charles B. Pinkham, Secretary-Treasurer 
of the Board of Medical Examiners, the Attorney General 
held that a licensed physician cannot render medical serv- 
ices to patients of unlicensed persons in consideration of a 
salary paid to him for performing such services. 

In addition, the ruling held that a private institution can- 
not represent itself as rendering medical services and hire 
physicians to render such services. 

Pinkham’s request for the ruling cited the case in the 
first instance of two unlicensed persons operating a sana- 
torium and employing a licensed medical man as medical 
director.—San Francisco Examiner, February 11. 


ss *+ # 


Wider Use for Hospitals of Counties, Plan 


More general use of the facilities of county hospitals will 
be possible if a bill now before the Legislature, sponsored 
jointly by doctors and farmers, becomes a law, according to 
Dr. Louis A. Packard, Bakersfield, Chairman of the Com- 
mittee on County Hospitals and a member of the Council of 
the California Medical Association. 

Speaking before Santa Maria Valley Farm Center last 
night, he told members that the farmers and doctors, for- 
mer enemies on the county hospital situation, had finally 
got together on a bill which they are jointly sponsoring 
(Assembly Bill 2499) and asked careful consideration of th¢ 
measure and support for it. 

Doctor Packard said the measure agreed upon between 
representatives of the Farm Bureau Federation of the State 
and the California Medical Association, would eliminate the 
words ‘“‘dependent’”’ and “‘indigent’’ from the present re- 
quirement for admission to county hospitals and set up 
three classes of patients—(a) those unable to pay; (b) 
those able to pay something, and (c) those able to pay 
actual costs, and provide for their treatment in county 
hospitals, those being able to pay being allowed to call in 
doctors of their choice. 

He declared that the present county hospital regulations 
“are chaotic’’ and are mostly the result of court decisions 
and interpretations by the attorney general and that the 
pending bill will clarify present obscurities. 

He said a wider use of public hospitals is advisable since 
40 per cent of the people of the United States, according to 
federal statistics, are living on an income of $600 a year or 
less.—Santa Maria Daily Times, February 7. 
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Smallpox Increase Reported in State 


San Francisco, February 4 (AP).—Dr. W. M. Dickie, 
State Director of Public Health, today warned that small- 
pox is on the increase in California and that all persons who 
have been exposed should be vaccinated immediately re- 
gardless of how recently they may have been immunized. 

He said seventy-seven cases of smallpox were reported 
last month from seven counties as compared with twenty- 
eight cases in December from four counties. 

Smallpox now prevalent, he said, is a mild form of the 
disease and in early stages may be mistaken for influenza.— 
Los Angeles Examiner, February 5. 


* + #* 


Battle Rages on Municipal Health Service Plan of 
San Francisco 


Charging unfair discrimination, spokesmen for osteopaths 
and chiropractors ended a spirited session with the City 
Health Service Board last night, announcing their inten- 
tion to ask the courts to force their inclusion in the health 
plan for which city employees assess themselves each 
month. 

The pronouncement was made by Dr. W. W. Vanderburgh 
on behalf of the osteopaths and by Dr. David T. Jones and 
Attorney Newell Hooey, speaking for the Affiliated Chiro- 
practors of California. 


Their determination was voiced after they declared they 
would not be discriminated against, and Cameron King, 
board chairman, had asserted he would not be insulted by 
them or ‘‘anyone else.”’ 


The drugless practitioners attended the board meeting 
for the purpose, they said, of getting a ‘‘final ruling,’’ prom- 
ised two weeks ago, on whether or not they were to share in 
the health plan. 

Fight Starts Quickly 


Chairman King had hardly launched the hearing with the 
declaration that the ‘“‘plan of inclusion”’ was, in reality, not 
a plan of inclusion, but a demand for a separate plan calling 
for an additional $2.50 per month payment by city employees 
or dependents, before a quarrel broke. 


Attorney Hooey challenged that interpretation and ac- 
cused the board of misleading city employees by a letter 
sent to them declaring the plans submitted by osteopaths, 
chiropractors and drugless practitioners ‘“‘seem to call for 
separate contributions of $2.50 per month by members seek- 
ing such service.” 


A sharp exchange brought Doctor Jones to his feet with 
the question: ‘‘Is it the medical doctors who won’t work 
with us or is it the extra $2.50 that’s at the bottom of this? 
Let’s get it straight.”’ 


A “Damned Shame” 


“I’m not going to sit here and be insulted by you, Davey 
Jones, or Mr. Hooey, or anyone else,’?’ Chairman King 
answered. 


After further conversation, Doctor Jones returned to the 
attack and asked if it wasn’t true that the crux of the 
“discrimination’’ was that doctors of medicine didn’t want 
to include others. King replied that was ‘‘not all, but part”’ 
of the situation. Declaring ‘‘it’s a damned shame that such 
things can exist within a democratic government,’’ Doctor 
Jones said, ‘‘we are going ahead with court action.” 


His assertion was echoed by Doctor Vanderburgh, who 
declared osteopaths have been recognized on a parity with 
physicians and surgeons by State and Nation and ‘‘we’re 
not going to lay down here.’’—San Francisco Chronicle, 
February 16. 


Medical Art Association 


The San Francisco branch of the American Physicians’ 
Art Association will open its first local show Monday. And 
for the first time in its seventy-two years the San Fran- 
cisco County Medical Society is sponsoring an art show in 
its quarters at 2180 Washington Street. Cosponsor is the 
American Medical Association. 


The national group was organized last year by Dr. Fran- 
cis H. Redewill, its present president and secretary. Its 
first exhibition was held at the San Francisco Museum of 
Art during the medical convention here. More than 600 
entries were shown at that time. 


Physicians who are showing in the art exhibition are: 


R. W. Burlingame, R. De R. Barondes, Martha Mottram, 
Ernest Nast, J. M. B. Olmsted, Colonel Brooks Grant, Paul 
Wedgewood, Harrington B. Graham, Asa Collins, Portia 
Hume, J. Tavlopoulos, Emelie Anderson De Eds, L. Court- 
right, Rodoric O’Connor, Signor Ettore Cadorin, Otto 
Schulte, W. W. Henry, W. H. Strietmann, Avard Fairbanks, 
W. K. Fisher, Mrs. Dr. Fred Stauffer, Fred Stauffer, F. H. 
Redewill, Ralph Sweet, Julius Goldsand.—San Francisco 
News, February 11. 
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New San Fernando Unit to Receive 109 Patients 


San Fernando, January 31.—Containing modern accom- 
modations and treatment facilities, the new $197,000 addi- 
tion to the United States Veterans’ Hospital will be opened 
to 109 patients tomorrow under direction of Col. D. C. 
Farnsworth, M. D., chief of staff. 

Plans have been made for the transfer of eighty patients 
from Sawtelle, while the remaining twenty-nine will be 
selected from waiting lists. The hospital now will have 
359 patients under treatment. 

Doctors’ and nurses’ quarters are provided in the build- 
ing, as well as kitchens and dietitians’ rooms. 

Automatic tray servers, operated similarly to elevators, 
are an innovation in the building. Doctor Farnsworth 
pointed out that twenty-four trays can be sent quickly to 
the patients without loss of time or inconvenience to nurses. 

There is a shower room for use by wheel-chair patients. 

Attending the patients are fourteen doctors, a dentist, 
forty-three nurses and the executive staff, who will be 
present when dedication ceremonies are conducted Feb- 
ruary 14 under direction of the American Legion.—Los An- 
geles Times, February 1. 


. . * 


Hospital Plan Draws Patrons 
Million and Half Join With Service Groups in Year 


Chicago, January 29 (AP).—Nearly a million and a half 
new subscribers enrolled in the fifty-three nonprofit hos- 
pital service plans during 1938, Dr. C. Rufus Rorem of the 
American Hospital Association, said today. 

Total subscribers neared the 3,000,000 mark on January 1, 
1939, he said, compared with almost 1,400,000 the first of 
1938. 

The plan was started in sixteen additional places during 
the last year. They are Atlanta, Los Angeles, Decatur and 
Alton, Illinois; Newark, Canton, Toledo and Youngstown, 
Ohio; Harrisburg, Pittsburgh and Philadelphia, Pennsyl- 
vania; Denver, Louisville and Covington, Kentucky; Dan- 
bury, Connecticut, and a state-wide plan in Mississippi. 

The nonprofit plans approved by the American Hospital 
Association are a form of nongovernmental social insurance 
by which the hospitals guarantee services to subscribers.— 
Los Angeles Times, January 30. 


* * * 


Municipalities Studying Indigent Hospitalization 

Chicago, February 12 (Exclusive).—With many local gov- 
ernments dependent upon nongovernmental hospitals to 
care for their needy sick because of the insufficiency of 
public facilities, the American Public Welfare Association 
and the American Hospital Association today suggested 
that cities adopt systems of paying for the care of indigents 
in private hospitals at a flat rate per day. 


Findings of Survey 


The report, made jointly by the two associations, showed 
that about 1,300 of the 3,000 counties in the United States 
have no governmental hospital. In the 296 most populous 
counties nongovernment hospital beds constitute approxi- 
mately two-thirds of the total accommodations. 


Two Pay Systems 


Although many cities are paying for hospital care of their 
indigents according to services rendered, some of them are 
paying on a lump sum or subsidy basis. It was suggested 
that payment be made exclusively on the basis of service 
actually rendered, at a flat, per diem rate, including all 
charges for laboratory work, x-ray and other services. A 
single rate cannot be predetermined for all places, it was 
pointed out, but must be established individually in accord- 
ance with local conditions.—Los Angeles Times, Febru- 


ary 13. 
os * * 


California Cash Dole Load Reaches Total of 307,303 


California has reached a new peak in cash dole relief to 
unemployed persons with 307,303 names carried on the State 
lists, according to Dr. H. Dewey Anderson, State Relief 
Administrator. 


This figure was taken from the State files for the week 
ending February 2, Doctor Anderson said. 


Tells Increase 


The total case load has increased 5 per cent during the 
last week and 25 per cent since last January 1, according to 
the administrator. 


The increased unemployment problem in California exists 
despite the fact that WPA employment has been increased 
22 per cent, according to the official statistics. Of those re- 
ceiving SRA relief, 107,000 are living in Los Angeles County 
and the number is increasing daily, Doctor Anderson 
pointed out, indicating a heavy winter influx of transients 
from other states. 
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More Funds Needed 


“If California is to provide even the bare necessities of 
life for these persons,’’ Doctor Anderson said, ‘‘it will be 
necessary to reduce the present dole of $36 a month for a 
family of four or $16 for a single person, or for the State 
Legislature to appropriate approximately $6,000,000 to de- 
fray the cost of this charity until June 30.’-—Los Angeles 
Times, February 13. 

~ > + 


$23,757,218 Paid in Job Insurance 


Unemployment compensation checks to the amount of 
$23,757,218.36, about $2,159,747 monthly, were paid to 295,211 
jobless men and women in the State during eleven months 
of last year, the State Department of Employment an- 
nounces in a report just released. 

California’s average weekly payment for total unemploy- 
ment benefits aggregated $10.53, which sum was identical 
to the average national weekly payment, the report states. 

Pointing out that benefits for total unemployment first 
became payable in the State on February 7 of last year, the 
report declares that 2,484,311 checks were distributed from 
that date to December 31. 

Summarizing its finances for the year, the department 
reports that the trust fund, including net collections and 
earned interest, totaled $130,748,678.21, and after deducting 
the amount paid out the fund had a reserve balance on 
December 31 of $107,033,324.84.—Los Angeles Examiner, 
February 13. 

s > * 


10 Million in Jobless Checks Issued County 


The State Department of Employment in Sacramento an- 
nounced today that 1,092,048 unemployment compensation 
checks were issued in Los Angeles County during 1938, 
having a total value of $10,692,538.76. 

Carl L. Hyde, executive director of the department, 
issued a report which stated that 470,025 people throughout 
the State applied for benefits, with 383,736 of these found 
to have valid compensation claims. He said that 2,484,311 
benefit checks, aggregating $23,575,218.36, were issued 
throughout the State last year. 

The number of checks issued and their value to cities in 
Los Angeles County is as follows: 

Los Angeles County, 1,092,043 checks, $10,692,538.76; City 
of Los Angeles, 457,400, $4,323,497.16; Covina, 5,264, $44,- 
856.85; Culver City, 25,565, $257,674.72; Glendale, 64,242, 
$649,189.52; Hollywood, 96,023, $980,658.26; Huntington Park, 
129,433, $1,320,315.11; Inglewood, 46,397, $482,358.20; Long 
Beach, 66,191, $666,907.04; Pasadena 29,956, $296,632.83; San 
Pedro, 32,159, $262,892.77; Santa Monica, 22,614, $230,004.26. 
—Los Angeles Herald-Express, January 30. 


* 2*+ s&s 


Social Eugenics* 


I have just been reading in The Times the semiannual 
report of Rex Thomson, superintendent of public charities, 
to the Board of Supervisors. He reports that there are 
about 100,000 persons in the city and county of Los Angeles 
on the dole, receiving public relief. 

Then I recalled a similar report on the city of Rome and 
its immediate environs in the last years of the republic. 
The total population of Greater Rome was estimated at 
3,000,000, about the population of Los Angeles city and 
county, and the number of what the report termed the 
rabble, living on ‘‘food and the circus,’’ was given at 100,000. 

The army and the rabble dictated who should be the dic- 
tator. For more than 200 years the changing governments 
sent the legions to despoil and levy tribute on the whole of 
the Mediterranean Basin, carrying the treasure to Rome 
to support the populace. Whenever there was a shortage 
in the dole riots followed; the ruling dictator was devital- 
ized and one who promised the most in the way of the dole 
was clad in the royal purple, which, almost without excep- 
tion, proved to be a garment of Nessus, fatal to Hercules. 

But the time came, as it had to come, when the “‘bar- 
barians”’ and the despoiled peoples revolted and despoiled 
tome. 

Naturally, Iam wondering how long the city and county 
of Los Angeles can carry a similar load. We have no for- 
eign regions to despoil; we can only despoil those who are 
producing among ourselves, What will happen when the 
last despoiled taxpayer goes on the dole? 

I find in another report that some 50,000 other persons 
applied here for relief, but thousands of petitions from 
those qualified to receive relief were rejected because addi- 
tional funds were not available. 

It seems to be a case of the devil take the hindmost. 

The sociologist is working on the economic problems in- 
volved. But the eugenist is primarily interested in the 
human material of these 150,000 actual or would-be depen- 
dents. 


* By Fred Hogue. 
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Not all the needy are physical or mental defectives; but 
about three-fourths of the physical and mental defectives 
are on the dole. It has been iterated and reiterated that 
poverty and disease are no crimes; but the hereditary 
physical and mental weaklings on the dole are, to a large 
measure, the victims of crimes of omission committed b) 
organized society during the past three or four generations. 
So long as these defectives are permitted to reproduce their 
kind, the number on the dole, a burden to themselves and 
the community, will continue progressively to increas: 
The actual number on the dole is double that five years ago 

For at least three generations philanthropists and soci- 
ologists have been thinking wishes, hoping that sony 
higher power would intervene to eliminate the hereditary 
taint in the bloodstream of the next generation. Despite 
their wishes, hopes and prayers, the progressive taint pe1 
sists, with a multiplying ratio in each succeeding gene: 
tion. Is this not proof enough that the powers that rule the 
universe, use what name you will, cast on the human ani- 
mal the full responsibility for protecting its bloodstream? 

When these human animals reside in populous commu 
ties and organize governments, their first duty would logi- 
cally be to act collectively to keep that bloodstream pure. 
What are we of California, what are we this side of the 
Atlantic, doing about it? We destroy lesser breeds that 
earry germs which infect the human blood; but the hun 
disease carriers we preserve at public expense. What 
folly!—Los Angeles Times, February 12. 


United States Aid Asked to Help Migrants 

Washington, February 15 (AP).—Federal aid in solving 
problems arising from the migration of hordes of destitute 
families to California was demanded of President Roose- 
velt today by that State’s congressional delegation. 

A petition left at the White House by Representative 
Elliott (Democrat, California), asserted immediate actior 
was imperative and suggested a broad program for State 
and Federal codperation. 

“California feels,’”’ the delegation informed the President 
“that interstate migration is a national, not a local prob- 
lem, and that in general the cost of necessary care for peo- 
ple who at present have no legal residence in any state 
should be borne by the Federal Government.” 

Describing the situation in California as ‘‘critical and 
almost desperate,”’ the petition said ‘‘thousands of penni- 
less newcomers” have given rise to serious employment, 
health, relief, housing, and education problems, and added 

“Generally, our position is: First, that our California 
standards of old age pensions, of relief, of education, of 
wages, should not be sacrificed to our efforts to do our 
part to solve this great national problem, and second, that 
in spite of the excellent work done by farm security and 
other Federal agencies, the Federal Government has so far 
not contributed its share to its solution.’’—San Francisco 
Chronicle, February 16. 

eee 


California Migrant Problem 


President Roosevelt has ordered formation of a special 
group to solve the critical relief problem arising in Cali- 
fornia from the influx of thousands of economically dis- 
tressed families, it was disclosed yesterday. 

The President’s action was announced by Representative 
Elliott, California Democrat, according to Associated Press 
dispatches from Washington, D. C. WPA Administrator 
F. C. Harrington will head the new group. 

Elliott made public a letter from Stephen Early, White 
House secretary, in which the latter described the Presi- 
dent as “strongly sympathetic with California.” 


Chairman Named 

Early said the President left instructions before depart- 
ing Thursday night for Florida to have Harrington serve 
as chairman of the special group. Early added: 

“The President hopes that through Colonel Harrington's 
codrdination, the various departments and agencies of the 
Federal Government will find a way without delay to ex- 
tend all possible codperation to the State in alleviating the 
conditions existing.”’ 

Key Members 

The President suggested that key members of Adminis- 
trator Harrington’s group should include the heads of the 
Farm Security Administration, the United States Employ- 
ment Service, the Housing Authority, and the Surgeon 
General’s Department.—San Francisco Examiner, Feb- 
ruary 19. 

. o 7 


Migrant Aid Plan Mapped 
Californians in House to Ask Presidential Support 
for Program 
Washington, February 13 (AP).—California House mem- 
bers seeking a cure for a serious migrant relief problem 
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today agreed on a multiphased program of Federal co- 
operation and arranged to ask President Roosevelt for his 
support. 

Elliott’s Report 


Representative Elliott, chairman of a group studying the 
problem, said a subcommittee of three hopes to present the 
plan to the Chief Executive before he leaves for his Carib- 
bean cruise. He said he and Representatives Voorhis 
(Democrat), and Welch (Republican), the other subcom- 
mittee members, will ask for a Wednesday appointment. 

Details of the program were not made public. It is under- 
stood, however, to contemplate a concerted attack on all 
phases of the transient problems, including employment, 
health, relief, housing and education. 


Program’s Scope 


Members would not be quoted, but these were reported 
to be the principal steps which would be suggested to the 
President: 

Expansion of the Farm Placement Service so that mi- 
gratory agricultural workers can be given accurate infor- 
mation concerning employment opportunities or their lack 
in other parts of the nation. 

Additional Federal funds to aid the agricultural workers 
—health and medical assistance in improving health con- 
ditions among the State’s surplus population, and to en- 
courage establishment of clinics in Federal migratory 
camps. 

Food Provision 


Development of a program whereby the Surplus Com- 
modities Corporation would furnish a balanced ration of 
foodstuffs to undernourished transients. 

Inauguration of a system of grants to states to defray 
cost of relief extended to nonresidents by the states or 
counties. 

Establishment of more Federal camps for migratory agri- 
cultural workers and the development also of a very low- 
cost housing program designed to take transients out of 
shack towns. 

* * . 


State Assured of Aid for Migrants 


Washington, February 23 (AP).—Representatives of Fed- 
eral agencies were reported today to have agreed Cali- 
fornia’s critical migrant relief problem had nation-wide 
implications and its solution should be attempted on such a 
basis. 

Californians who attended the first meeting of the group, 
formed at the suggestion of President Roosevelt, pre- 
dicted legislative recommendations would be forthcoming 
to deal with the situation. 

They said a committee would be organized immediately 
to formulate a program, 

“Colonel F. C. Harrington (WPA administrator) and the 
others agreed with us today,’’ said Representative Leland 
M. Ford (Republican, California), ‘‘that the problem looked 
national in scope, and it probably would have to be solved 
by specific legislation.”’ 

Meanwhile, Harrington agreed, said Ford, that Federal 
agencies should give widest possible dissemination to in- 
formation that unemployed persons “‘should not come to 
California from other states seeking jobs.”’ 

R. W. Moore, secretary to Representative Elliott (Demo- 
erat, California), said Harrington named William R. Law- 
son, Northern California WPA head, as chairman of the 
interdepartmental committee, and told the group ‘“‘to de- 
vote its whole time to finding a solution.” 


California House members had appealed to the President 
to help solve the transient problem.—San Francisco Chron- 
icle, February 24. 

* * ~ 


State May Get Migrant Aid 
President Orders WPA to Call Problem Conference 
(By a Times Staff Correspondent) 


Washington, February 18 (Exclusive).—Federal officials 
were summoned today, in response to orders from Presi- 
dent Roosevelt, to work out a plan through which the Fed- 
eral Government can assist California in taking care of the 
transient relief load. 


Under the direction of Works Progress Administrator 
Harrington, six government agencies will meet next week 
and study a request from the California delegation in Con- 
gress for Federal codperation in stopping the westward 
migration of job-seekers and farmers from the dust bowl, 
and in lightening the present burden on State and local 
bodies. Harrington requested five other officials to meet 
with him Thursday to discuss the problem. 


Notice of Survey 


The movement was launched in response to instructions 
issued by the President before departing for his vacation 
trip to the Caribbean. Mr. Roosevelt was stirred to action 
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by a lengthy appeal submitted by a committee headed by 
Representative Elliott (Democrat), of Tulare, which said 
that the influx of needy persons from other states is under- 
mining California’s standards of living, presenting serious 
social and health problems, and threatening the State’s 
financial resources, 


Notice that the President has asked WPA to survey 
the situation was received by Representative Elliott today. 
A letter from White House Secretary Stephen T. Early 
said ‘‘the President is in strong sympathy with California 
because of the migration there of large numbers of ‘eco- 
nomically distressed’ from other sections of the country.” 


Committee to Form 
Early added that Mr. Roosevelt hopes the various Fed- 
eral departments can find some method of alleviating the 
conditions which are causing concern to municipal, county, 
and State authorities. 


The President directed Harrington to form a committee 
which will ‘undertake to extend to California all possible 
coéperation with a view to finding a solution to the prob- 
lem’”’ outlined by the congressional delegation. Secretary 
Early wrote the WPA head that Mr. Roosevelt ‘‘thought 
you should call upon’? Farm Security Administrator Alex- 
ander, Surgeon General Parran, the United States Housing 
Authority and the United States Employment Service to 
aid in working out a relief plan.—Los Angeles Times, 
February 19. 

* * s 


Nonmedical Service City Health Issue 


Municipal Employees Polled to Determine If Additional 
Charge Should Be Assessed 


A poll of members to determine whether an extra charge 
should be made for service by drugless practitioners was 
started yesterday by the municipal employees health serv- 
ice board. 

Meanwhile, complaints of participating doctors concern- 
ing financial policies of the service were under investiga- 
tion by the County Medical Society. The protests were 
based on delayed payments of fees and alleged slicing of 
bills. 

Problem Outlined 

Regarding possible service by osteopaths, chiropractors, 

and drugless practitioners, the board declared: 


“The question of cost is at the heart of the difficulties. 
Plans for osteopathic, chiropractic, and drugless practice 
service submitted by representatives of those three pro- 
fessions seem to call for separate contributions of $2.50 per 
month by member seeking such service. 


Hospital Ruling 


“On the other hand we are informed that none of the hos- 
pitals under contract with the health service board admit 
osteopaths or chiropractors to practice in them. 

“The sum of $2.50 would be excessive where no service 
can be rendered in a hospital case.’’ 

The ballot sent members asked them if they required 
service of drugless practitioners and whether they would 
be willing to pay an additional fee. The average fee under 
the present system is $2.50 per month.—San Francisco 
Examiner, February 15. 

” * * 


Insurance for Medical Service Offered by Doctors 
Wilbur and Six Prominent Physicians Sign Incorporation 


Sacramento, February 4 (UP).—Voluntary insurance for 
medical service and hospital care was offered yesterday by 
the California Physicians’ Service in articles of incorpora- 
tion on file with Secretary of State Frank C. Jordan. 

The corporation is composed of members of the Cali- 
fornia Medical Association, but the voluntary medical 
service plan may be participated in by all doctors of medi- 
cine so desiring, the statement of incorporation said. 

President Ray Lyman Wilbur of Stanford University and 
six prominent physicians signed the articles as directors. 

The statement of incorporation declared that ‘‘prompt 
and adequate medical attention and hospital care whenever 
needed’’ would be provided to the people of California on a 
budgeting basis ‘‘without injury to standards of medical 
service, without disruption of proper physician-patient 
relations and without profit to any agency.” 

All payments made by patients, the statement read, will 
be utilized for medical service and hospital care, except 
that costs of administration would be deducted. It assured 
efficient public and civic service ‘‘without commercial ex- 
ploitation of patients or profession ... and without restric- 
tions of individual right freely to select the doctor and 
hospital desired.”’ 

Increased costs of medical attention were attributed to 
the ‘‘very advances made by modern science.’’ The state- 
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ment predicted medical service and hospital costs would 
increase as new methods and equipment are discovered. 

“The cost of always unpredictable injury or illness is a 
financial catastrophe too great to be borne by the few citi- 
zens of California . .. although the total cost over any 
period is within the means of a group,” the statement 
declared. 

San Francisco was designated as headquarters of the new 
corporation, which has an administrative membership of 
seventy-five physicians and an unlimited professional clas- 
sification and beneficiary group. 

Directors signing the petition for incorporation were Ray 
Lyman Wilbur, C. Kelly Canelo of San Jose, W. Earl Mit- 
chell of Berkeley, Samuel Ayres, Jr., of Los Angeles, Alson 
R. Kilgore of San Francisco, Lowell S. Goin of Los Angeles, 
and T. Henshaw Kelly of San Francisco.—Visalia Morning 
Delta, February 4. 

. 7. . 


Federal and State Bill Submitted at Washington 


Washington, February 28 (AP).—Legislation to carry out 
Administration aims for a greatly expanded public health 
program was introduced today by Senator Wagner (Demo- 
crat, New York), author of much social legislation. 

His “national health bill’ called for a Federal outlay of 
$80,000,000 the first year, increasing to more than $250,- 
000,000 annually within three years. 

Wagner said the Federal funds would go to states as 
grants for expanding general public health work, child and 
maternity care, construction of hospitals, medical care, and 
temporary and permanent wage payments for workers dis- 
abled by sickness and disease. 

Immediately there were some signs of criticism because 
of the cost involved. 


Senator Vandenberg (Republican, Michigan) announced 
he was opposed to “any expansion of the Government’s 
social services until we begin to pay for those we’ve got.” 


“We can’t go on spending $15,000 every minute, while 
taking in only $8,000, and survive,”’ he added. 


Another Republican, Senator White of Maine, commented 
all members of Congress thought it was ‘‘time we go pretty 
slow” on additional spending. 


In Chicago, Dr. Morris Fishbein, Editor of the Ameri- 
can Medical Association, advocated ‘‘careful consideration” 
of the bill by Congress.—San Francisco Chronicle, March 1. 


*. * * 


Migrant Aid Appeal Made* 


Californians Ask President to Assist Needy Horde 
in State 

Washington, February 15.—A system of Federal grants- 
in-aid to California, and other Government assistance 
toward feeding, clothing, and giving employment to ap- 
proximately 200,000 penniless transients who have entered 
the State during the last three years was asked of President 
Roosevelt today by the California House delegation. 


Calling attention to conditions which were termed ‘“‘noth- 
ing short of deplorable,’’ the House group—headed by 
Representative Elliot (D.), Santa Maria—requested Federal 
funds for the relief of migratory workers who flooded Cali- 
fornia when serious drought conditions forced them from 
their own states. 

Expected to Remain 


From 150,000 to 250,000 ‘‘floating families’? can be ex- 
pected to remain in California permanently, the delegation 
declared, adding that ‘‘we know that in spite of anything 
that can be done, more people will come in the future.” 


Among the suggestions projected by the delegation’s 
Committee on Interstate Migration were (1) expansion of 
the farm placement service to help migratory agricultural 
workers find employment; (2) working out of a program 
through which the Surplus Commodities Corporation would 
furnish foodstuffs to the State Relief Administration or to 
the Farm Security Administration for distribution to the 
transient needy; (3) a system of Federal grants to defray 
the cost of relief, with the Social Security Board the proba- 
ble administrator; and (4) establishment of more camps of 
the type now operated by the Farm Security Adminis- 
tration. 

Lack of Jobs Told 


Other Federal agencies which would be called upon for 
assistance include the United States Housing Authority, 
the Works Progress Administration, and the Public Health 
Service. 

Approximately three workers exist for every available 
job in California, the committee told the President, and 
taxpayers of the State are carrying an almost unbearable 
burden in order that wandering families from other sec- 
tions of the country may be cared for. 


* By Lorania K. Francis, Times Staff Correspondent. 
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The Editorial Circuit Rider* 


A Symposium of Editorial Comment from California 
Newspapers 


Need for the proposed health insurance program in this 
State is generally recognized, according to many Cali- 
fornia editors, 

If the medical profession itself can work out a practical 
plan, it was agreed, both the patients and the doctors 
would benefit. 


“There is a definite need,’’ notes the Calexico Chronicie, 
“for some system where medical care can be secured at less 
expense for classes that frequently neglect calling a doctor 
for an illness or accident because the expense would be 
prohibitive or at least restraining. This need is recognized 
by the California Medical Association. Apparently it is 
considered compatible with the best interests of doctors to 
attempt to evolve some sort of insurance system whereby 
that need be met.” 


“That the medical profession itself has taken the initia- 
tive in attacking the problem is the best assurance of the 
plan’s successful operation,’’ said the Monterey Peninsula 
Herald. “Freedom from political interference and prob- 
able bureaucratic evils of socialized medicine, at least 
during the experimental stages, will mean much in the 
way of efficiency and economy, with resulting benefits to 
both the profession and the public. That threat of so- 
cialized medicine has hastened the decision of the profes- 
sion to enter this field may be admitted without detracting 
from the credit due the profession for its decision, the 
California leadership in the realm of progressive action 
looking toward a healthier, happier citizenry is more firmly 
established as a result.’’ 


“The plan,” states the San Jose News, ‘‘seems to get 
away from most of the dangers which have caused the 
medical men in general and some laymen to look askance 
at such proposals. The patient may select his own physi- 
cian and his own hospital and the personal element of 
trust and confidence between patient and physician which 
is so important in the treatment of illness will be retained.” 


“Although the plan has been highly controversial, meet- 
ing opposition within the medical profession,’”’ declares the 
Stockton Record, ‘‘it does offer advantages to the doctors. 
They know they will get some remuneration for their serv- 
ices rather than having uncollectible fees on their books. 
Programs such as that adopted in California—and to be 
followed in other states—were inevitable to meet changing 
conditions and to preclude governmental entry in the so- 
cialized medicine field.’’ 


“The plan’s intent,’? comments the Alameda Times-Star, 
“is proper, but how it would work out and whether or not 
it would actually result in the lowering of the standards of 
the profession is a matter to be taken into account.... 
Socialized medicine may come but it must not be adopted 
merely on the theory, the actual working of it being the 
only real criterion by which it may be judged.”’ 


“‘How the plan would work,” concludes the Eureka Hum- 
boldt Standard, ‘“‘is something upon which nobody can 
hazard a guess, since there is no precedent upon which to 
base a prediction. But doubtless it will appeal to a vast 
number of people. In any event, the State’s medical pro- 
fession certainly has evidenced sincerity of purpose in the 
performance of its basic job—to keep the public well.’’— 
Yreka News, January 30. 

* * * 


President Roosevelt Orders Study of Migrant Problem 


Washington, February 18 (AP).—President Roosevelt, it 
was disclosed today, has ordered formation of a special 
group, headed by F. C. Harrington, WPA administrator, 
to attempt solution of a critical relief problem in California 
arising from the migration there of thousands of economi- 
cally distressed families. 

The President’s action was announced by Representative 
Elliott (D., Calif.), who made public a letter from Stephen 
Early, White House secretary, in which the latter described 
the President as ‘‘strongly sympathetic with California.” 

Early said the President left instructions before depart- 
ing Thursday night for Florida to have Harrington serve 
as chairman of the special group, and added: 

“He hopes, through Colonel Harrington’s codrdination, 
that the various departments and agencies of the Federa 
Government will find a way without delay to extend al! 
possible codperation to the State in alleviating the con- 
ditions existing. 

Early said the Chief Executive had suggested that the 
heads of the Farm Security Administration, the United 
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States Employment Service, and the Housing Authority, 
as well as the Surgeon-General should be made key mem- 
bers of Harrington’s group. He also authorized the WPA 
administrator to “call in such others to make this group 
representative of Federal departments and agencies whose 
works are related to various phases of California’s prob- 
lems as a whole,” Early said. 

Presidential action followed quickly the receipt of a 
petition from California House members urging immediate 
steps be taken to help the State solve its transient relief 
problem. 

Members told the President that thousands of penniless 
families fleeing drought and depression, had crossed into 
the State in recent years and had created unprecedented 
relief, employment, health, housing, and education prob- 
lems.—Oakland Tribune, February 18. 


7. *+ * 


Health Plan Growth Seen 


Group Says Medical Insurance May Care for 
Forty Million 


Cleveland, February 8 (AP).—An American Hospital As- 
sociation accountant predicted today 40,000,000 Americans 
will have guaranteed hospital and medical care by 1944 if 
doctors agree to supplement the group hospital insurance 
plans now in effect in fifty-two cities. 

The accountant was Dr. C. Rufus Rorem of Chicago, 
Director of the Committee on Hospital Service of the 
American Hospital Association. 

Approximately 3,000,000 persons were participating in 
the group hospital insurance plans last January 1, Doctor 
Rorem said. This figure, he predicts, will increase to 
12,000,000 by 1942 under the force of guaranteed hospital 
service alone, and would swell to 40,000,000 by 1944 if doc- 
tors agree to supply medical service under similar arrange- 
ments. 

Plan Explained 


Under the hospital service plan, subscribers pay certain 
amounts of money every month; some of these subscribers 
go to their local participating hospitals for care; the plan 
then pays the hospitals for the care given, retaining a re- 
serve for epidemics and administration costs. 

Heads of the various community plans came here today 
for a midwinter conference. Their officials expressed hope 
physicians and surgeons soon will embrace the hospital 
plan and provide medical care under a similar arrangement. 

Frank Van Dyk, Director of the Associated Hospitals of 
New York, said Government medical regulation is inevi- 
table unless some such plan of group medical care is made 
nation-wide by the medical profession itself. 


Doctors Warned 


“This program is growing so fast doctors will be forced 
into it whether they like it or not,’’ he said. “If they 
‘strike,’ the only alternative is Government control.” 

He said studies have shown such combined medical- 
hospital care could be provided in New York for not more 
than $3 a month a family or $15 a year for an individual.— 
Los Angeles Times, February 9. 


. * * 


Thomson Denies Department Costs Tenth of Aid Funds 

Rex Thomson, Superintendent of County Charities, 
yesterday denied the administrative costs of his depart- 
ment are more than 10 per cent of relief money expended, 
the highest of any county in the State. 

Thomson said this in a letter addressed to Wayne Allen, 
chief administrative officer, following release of a report on 
relief costs for all the counties in California. 


Orange Second 

Allen’s report showed Los Angeles County uses more 
money than ten counties. Orange County was second with 
8.91 per cent for administration, while Sacramento was 
lowest with 2.98 per cent. 

“A few years ago nearly 20 per cent of charity money 
went for administration.’’ Thomson said. ‘‘This proportion 
has been reduced each succeeding year. In 1937-1938 it was 
10 per cent, and now it is less than 8.5 per cent. 


Promises Further Cut 


“This will be further reduced in the budget request for 
1939-1940, which will be submitted to your board for con- 
sideration shortly,’’ the superintendent’s letter said. 

Thomson recently explained that a comparative report of 
the costs expended by counties in the State is impossible 
because of widely divergent methods of accounting. 

“Considerable effort is being made by Federal organi- 
zations to establish uniform systems of determining ex- 
penditures on a comparative basis for all counties,’ he 
said. 

“This county has a higher case load per capita of relief 
clients than forty-eight of the State’s fifty-eight counties. 
It is possible to make more reductions in administrative 
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costs. Such reductions, however, would jeopardize the abil- 
ity to prevent distribution of relief money to ineligible 
persons.” 

The superintendent said this county gives relief services 
not found elsewhere in the State. He stated expenditures 
had been charged against the collection department, but no 
allowance apparently made for nearly a million dollars col- 
lected annually from persons who regained ability to pay.— 
Los Angeles Times, February 21. 


* * * 


Migrant Labor Influx to Southland Slackens 


San Francisco, February 15 (AP).—A decrease in migra- 
tory workers in Southern California was reported today by 
Dr. S. F. Farnsworth, codrdinating officer of the State De- 
partment of Health. 

Doctor Farnsworth returned today from a survey of 
southern counties, where agricultural work is in progress. 
He said fewer migrants were entering the State in search 
of agricultural work, and that sanitary and living con- 
ditions among farm workers has shown considerable im- 
provement. 

No Squatter Camps 


In Imperial County, usually the location of the major 
problem this time of year, there are no squatter camps and 
no ditch-bank camps, he said. 

Doctor Farnsworth reported that more than 700 persons 
are residing at the Federal Farm Security camp at Braw- 
ley, and more than 1000 are at the temporary camp at 
Calipatria.—Los Angeles Times, February 16. 


7. * ®# 


Hospital Plan Advice Asked 
Supervisors Refer Proposed Changes to Two Committees 


The proposed change in the administration of General 
Hospital yesterday was referred to the Lay Advisory and 
Medical Advisory committees of the institution by the 
Board of Supervisors. 

On a resolution presented recently by Supervisor William 
A. Smith, the change would involve the ouster of Everett 
Gray, executive superintendent of the hospital, merging 
his post with that of Rex Thomson, Superintendent of 
Charities. 

A plea by the Lay Advisory Committee that it be per- 
mitted to offer its recommendation on the proposed merger 
was read to the Supervisors. 

“This change should be considered by the advisory boards 
of the hospital,’’ said Supervisor Gordon L. McDonough, 
arguing against the proposal. ‘‘The committees are the 
only ones who can give us an impartial view of the situation 
at the institution.”"—Los Angeles Times, February 23. 


ss * *# 


Oregon Marriage Health Bill Vetoed 
Salem (Ore.), February 25 (AP).—Governor Charles A. 
Sprague vetoed today a bill providing that the State Board 
of Health shall make free blood tests for marriage license 
applicants.—San Francisco Examiner, February 26. 


* * * 


Mass Insurance for Health 

The new health insurance service projected by the Cali- 
fornia Medical Association makes an excellent beginning 
by placing at the head of its governing board Dr. Ray 
Lyman Wilbur, president of Stanford University, and a 
nationally recognized leader of the movement for a better 
distribution of the costs of medical care. 

Doctor Wilbur is a pioneer in the movement. 

He rendered extremely valuable public service through 
his work with the national committee investigating the 
high costs of medical care, and in the publication of the 
report of this committee. 

That report has become a solid, factual foundation for 
the building of the movement for making modern medical 
care available to the great mass of Americans without dis- 
astrous financial sacrifice. 

The movement gained headway slowly through the years. 
Like all new ideas, departures from old methods and tradi- 
tions, it was unpopular. It aroused bitter antagonism. 
But with the backing of such men as Doctor Wilbur, it 
progressed. Necessity and logic were on its side. 

The movement will progress much farther. 
ing only its beginning now. 

This community, headquarters of the hospital insurance 
movement for central California, can be proud that it has 
contributed something to this spread of better medical 
care at a lower cost. 

As long as the movement is guided by such men as Doc- 
tor Wilbur and by others who have at heart the interests 
of both medical science and the mass of human beings who 
need its ministrations, it cannot fail to be constructive and 


an instrument of immense public good.—Oakland Post- 
Enquirer, February 6. 
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To Publish Report on Medical Survey 
The California Medical Economic Survey, carried out in 
1934 and 1935 at a cost of $100,000 and designed to give 
the facts regarding both private and public medicine and 


their relation to the economic picture in the State, is 
about to issue from the Graphic Arts Press in Washington, 
D. C. The survey was sponsored by the California Medical 
Association, the State Board of Health and the Federal 
public health agencies, the latter assuming two-thirds of 
the cost.* 

Much of the research in the survey was handled by Dr. 
Ernest F. Penrose, associate professor of economics in the 
University of California on the Berkeley campus, and Dr. 
Paul A. Dodd, assistant professor of economics on the Los 
Angeles campus. Doctor Dodd investigated medical care as 
an economic problem, and Doctor Penrose studied the 
public health and insurance phases of the survey. Particu- 
lar attention was paid to the condition and the costs of 
both public and private medical care in the State and 
recommendations were made to cover defects the survey 
disclosed. 

An abbreviated copy of the survey was published by the 
California Medical Association. According to Doctor Pen- 
rose, the forthcoming volume is the first publication of the 
survey findings in full—Berkeley Gazette, February 9. 

6-0 * 


Medico Plan Survey 

San Francisco, February 14 (UP).—Dr. A. R. Kilgore 
and Allen W. Widenham, secretary and general manager, 
respectively, of the new California Physicians’ Service, 
returned today after a survey of two medical service plans 
in the Pacific Northwest. 

Prior to the inauguration of the “modified” socialized 
medicine plan being sponsored by the California Medical 
Association, they inspected the King County medical serv- 
ice plan at Seattle and the Oregon State medical plan. 

The two men noted the present trend finds patients will- 
ing to pay sufficient sums to provide “complete coverage” 
for all ailments; that the great majority of patients served 
are of the low income group; that the aggregate return to 
physicians is not lowered but tends to be actually greater 
under prepayment service plans. 

They said Northwestern doctors suffer no loss from un- 
collected accounts and that patients whose earning capaci- 
ties are extraordinarily low are able to finance operations 
with no loss of self-respect or the incurring of debt as a 
result of the plan. 

Report 


In their report to trustees of the California plan, Doctor 
Kilgore and Widenham said that “open staff medical and 
hospital service plans are successful, smooth running and 
satisfactory in just the degree to which doctors and pa- 
tients have a clear appreciation of their purposes and the 
objectives of the plan.” 

These aims, they said, could be attained through: 

1. Removal of the financial barrier between patient and 
doctor. 

2. Freeing the doctor from restrictions on use of hos- 
pital, x-ray and laboratory procedure imposed by the 
patient’s inability to pay their costs. 

3. Furnishing the most complete medical care possible 
and imposition of no restrictions upon the doctor in the 
care of his patients that are not absolutely necessary for 
establishment of these objectives with fairness to doctor 
and patient.—Alameda Times-Star, February 14. 

7 2 = 


Pottenger Urges Group Insurance 

Compulsory health insurance was indorsed yesterday by 
Dr. Francis M, Pottenger, former president of the Ameri- 
can College of Physicians and Surgeons, as “‘the only plan 
which will insure complete, stable income from all groups 
that need medical care.” 

In an address to the Town Hall Club in the Biltmore 
Hotel, the doctor, who is head of the Pottenger Sana- 
torium, Monrovia, declared: 

“No matter what medical men may do, some form of 
medical insurance that will give satisfactory service to all 
is sure to come. 

“I feel that this means compulsory insurance, and if the 
attitude of medical men is sympathetic, we will come 
nearer to getting what is right to serve the intended pur- 
pose when it does come.” 

His attitude, he added, is at variance with the opinion of 
the California Medical Society, of which he is a member.— 
Los Angeles Examiner, February 21. 

* * @ 


Farm Bureau Members Hear Discussion of Pending Bills 
Ray Wiser of Gridley, president of the California Farm 
Bureau Federation, led the discussion on the legislative 


* Actual figures from California Medical-Economic Sur- 
vey, on page xx, are: California Medical Association, 
$46,126.84; Federal Government, $55,425.42. 
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program now before the State Legislature, including such 
items as hospitalization and medical care, especially to 
rural people, at a luncheon meeting in Red Bluff High 
School cafeteria today. 

Sixty-five Tehama County Farm Bureau members at- 
tended, including representatives of each farm center whio 
will take part in the spelling bee to be held at the Show 
Boat February 25. 

President Wiser said Senate Bill No. 1128 dealt with t 
matter of hospitalization and medical care. Assembly Biil 
No. 2499, which would liberalize the present act regarding 
county hospitals, he said, would permit the admission of 
part-paying and paying patients to county hospitals and 
also provide for proper investigation of such cases and 
permit any doctor to enter the county hospital to treat 
patients when such patients request it. 

He also discussed hospital and health insurance, and 
stated Assembly Bills No. 2501 and No. 2494, sponsored by 
Assemblyman Garland of Tulare County, which deal with 
hospital and health insurance, would attempt to set up suit- 
able working plans whereby hospitals and health insurance 
can be provided to those who are unable to pay for their 
own under present conditions. 

Wiser quoted the Surgeon-General of the United States 
as stating that this country could reduce its sickness by 
70 per cent in one generation by simply making it manda- 
tory for people generally to have proper medical care.— 
Red Bluff News, February 11. 


LETTERS 


Subject: Bequest of late Walter Jarvis Barlow, M. D., 
to the Los Angeles County Medical Association Li- 
brary.* 

(copy) 
CALIFORNIA CoMMUNITY FOUNDATION 
Security-First NATIONAL BANK oF Los ANGELES 
TRUSTEE 


Los Angeles, California, 


January 23, 1939. 
To the Editor :—Your letter of January 17, asking infor- 
mation concerning the gift of the late Dr. Walter Jarvis 
Barlow to the library of the Los Angeles County Medical 
Association has been received. 


The following is an excerpt from Doctor Barlow’s will: 


I give and bequeath the sum of ten thousand dollars 
($10,000) to Security-First National Bank of Los Angeles, 
a national banking association, with its principal place of 
business at Los Angeles, California, and its qualified suc- 
cessors, in trust for the charitable uses and with the powers 
and duties both as to principal and income which are fully 
set forth in a resolution recorded in Book 242, page 182, of 
Miscellaneous Records of Los Angeles County, adopted on 
the first day of June, 1915, by the board of directors of 
Security Trust and Savings Bank, which on April 1, 1929, 
duly merged into or consolidated with said Security-First 
National Bank of Los Angeles, providing for a community 
charitable trust designated in said resolution as Los An- 
geles Community Foundation, which said resolution is in- 
corporated herein by reference with the same force and 
effect as if herein set forth at length, 

It is my request that the said set income be distributed 
in quarterly or other convenient installments to the L 
Angeles County Medical Association of Los Angeles, Cali- 
fornia, to be used for medical library purposes so long is 
said Los Angeles County Medical Association shall exist 
and continue to maintain a medical library. In the event 
that the purposes and objects above mentioned should at 
any time fail or said Trustee be unable to apply, expen 
and disburse said net income for said purposes, then it is 
my request that thereafter the net income from said trust 
fund shall in perpetuity be paid in quarterly or other con- 
venient installments to the Barlow Sanatorium Association, 
a charitable corporation, of Los Angeles, California, to b 
used for its general purposes. In none of the cases in this 
Article mentioned shall the Trustee be required to see ti 
the application of said funds for the purposes herein speci- 
fled, but the receipt of the proper officer or custodian of 
Barlow Medical Library or the Library of Los Angeles 
County Medical Association, or the proper officer of said 
Barlow Sanatorium Association, as the case may be, shall 
be sufficient discharge of the Trustee therefor. 


From this excerpt you will see that the bequest was not 
to the library direct, but to the Security-First Nationa! 


* See also editorial comment, page 172. 
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Bank of Los Angeles, Trustee for the Los Angeles Com- 
munity Foundation, which is now known as the California 
Community Foundation. The amount of the bequest was 
$10,000 and the check for $210 tendered in the Foundation’s 
letter of December 30, 1938, to the Los Angeles County 
Medical Association for medical library purposes, repre- 
sented the first payment of income made pursuant to the 
Decree of Distribution. It is the expectation that further 
payments will be made quarterly. 

You may be interested in the accompanying copy of the 
California Community Foundation’s booklet, which ex- 
plains the purposes for which it was founded and the scope 
of its activities. In 1928 Doctor Barlow was selected to be 
a member of the Foundation’s first Advisory Committee, 
and until his death on September 4, 1937, he served on the 
committee, taking an active and constructive part in all its 
affairs. 

Should an article concerning this gift by Doctor Barlow 
appear in your publication, CALIFORNIA AND WESTERN 
Mepictng, I should very much appreciate your sending me 
two copies for my files. 

It is indeed a pleasure to give you these data, and should 
you at any time desire more information concerning the 
California Community Foundation, I shall be glad to sup- 
ply it. 

215 West Sixth Street. 

Very sincerely yours, 


(Miss) Louise BENNETT, 
Secretary, California Community Foundation. 


Subject: A California Medical Association member’s 


comments on California’s state-wide voluntary medical 
service plan. 
Fresno, California. 
February 24, 1939. 

To the Editor:—The doctors of the country will proba- 
bly never completely agree on a method or plan for furnish- 
ing medical service. Proverbially, doctors do not agree. 
There are too many “rugged individualists” among them. 
Some three thousand plans and experiments are now being 
tried in the United States. No one plan, probably, can ever 
be adapted to meet the varying needs and conditions pre- 
vailing in our great country, with the multitude of factors 
to be considered, such as climate, employment, housing, 
density of population, medical and hospital facilities, vary- 
ing nationalities and races, transportation facilities, etc. 
But certain general and fundamental principles for such 
plans have already been accepted by the American Medical 
Association. Free choice of physician, preservation of pa- 
tient and doctor confidential relationship, reasonable com- 
pensation for services, and elimination of political control, 
are some of the essentials. To this might be added flexi- 
bility of the plan so as to permit changes warranted by 
accumulated experience, and development of new needs for 
service. Our California Physicians’ Service, which will be 
launched shortly, has all these essential features. It was 
adopted by an almost unanimous vote by the representatives 
of the six thousand members of the California Medical As- 
sociation and, if accepted as generally by the profession 
throughout the state, it will be a new high point for agree- 
ment among the doctors. 

The California Physicians’ Service is the most extensive 
experiment in distribution of medical and hospital service 
in this country. Many years of study and planning by 
earnest, clear thinking members of the California Medical 
Association have evolved this plan of service. It should 
and must succeed. It is hoped it will provide needed serv- 
ices for those whose low incomes make payment of doctor 
bills a hardship, and enable the thrifty to budget medical 
costs in a simple practical way. (A recent Gallup poll, on 
voluntary health insurance, showed that some twenty-five 
million people, largely in a group earning over $980 a year, 
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were willing to pay $3 a month for complete medical and 
hospital care.) 

It is also hoped that the threatened organization of all 
medical service on a taxation or compulsory insurance 
basis will not find many supporters when this medical serv- 
ice is made generally available. It is also thought that the 
flexibility of this plan of service will permit government 
agencies to arrange for the care of groups now a taxpayers’ 
burden, and make some provision for compensation for 
medical care now donated by our profession. Some definite 
assurances from leaders of the farm organizations of the 
state make it very probable this service will appeal to the 
rural population and will answer their demand for “group 
practice” and medical service on the prepayment basis. The 
availability of this service is also eagerly watched for by 
many employers, who are trying to make provisions for 
their employees against the contingencies of sickness and 
hospital expense. Many employers now using commercial 
insurance contracts for this purpose find these insurance 
policies so restricted and limited that a full coverage such 
as is contemplated by California Physicians’ Service will 
offer the needed protection. The 35 to 40 per cent profit 
charged by commercial companies also makes a poor com- 
parison with a nonprofit organization with an estimated 
10 per cent administration cost. Labor organizations, city 
employees, industrial groups, and individual wage-earners 
will, in many instances, welcome the opportunity to provide 
against the cost of ill health and the flexible features of the 
Service will, I believe, enable us to offer what these people 
need and can afford to pay for. 


Now that we have committed ourselves to offer this 
Service to the public, we must give it whole-hearted sup- 
port and, if possible, make it such a success that it may 
serve as a pattern for other states. Adjustments and 
changes will be necessary as experience shows the need. 
These can be readily made, and improvements added as 
required. 


Some of the immediate problems to be met, such as the 
patient demanding hospitalization and surgery for some 
chronic ailment or elective surgical condition, may cause 
some difficulties during the first few months, as shown by 
the San Francisco Municipal Employees’ Service. But ex- 
perience gained there will help us meet this situation. 
About 95 per cent of our people are reasonably honest. Im- 
positions and demands for unnecessary service will come 
from about 5 per cent of beneficiary members. Codperation 
on the part of the doctors rendering service will keep the 
expense from this source at a minimum. Unfortunately, 
the percentage of honesty is no greater for the practitioner 
of medicine. Chiseling will occur, but there are many safe- 
guards against unfair practices by the professional mem- 
bers, and I believe it will prove no serious problem. One 
of the primary requisites for success of this service is suffi- 
cient spread of beneficiary members to provide the funds 
for the risks involved. I believe every member of the Cali- 
fornia Medical Association should help promote and adver- 
tise this Service to all of his clientele entitled to enroll as 
a beneficiary member. There should be no hesitation about 
recommending it to patients who pay their bills if they 
are in the proper income classification. The doctor will be 
remunerated for his services on a unit of service basis, but 
experience again has already provided a guide which will 
permit returns to the doctor of at least the usual fees for 
his services. It is possible, of course, that during the initial 
period of some months the returns may be less, but we 
should accept this possibility with no great flurry of dis- 
appointment, as provisions have already been made to re- 
imburse for the lean early months by payments from later 
surplus receipts. The average income of the general prac- 
titioner in the United States is only $3,500 per year. The 
total cost to the country for medical service is about three 
and a half billion dollars. It is estimated that the adminis- 
trative cost of any compulsory or tax-supported medical 
service would be another billion dollars. The compulsory 
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health insurance proponents offer better incomes for the 
doctors to enable more frequent postgraduate courses of 
study and thus provide an improved medical service. Our 
already overloaded tax burden would be increased by an- 
other billion or two on this score. 

Political appointees would, under any form of state medi- 
cine, dictate to the profession. Bureaus and red tape are 
a part of such a system. Malingering and pseudo-illness 
on the part of the public have always developed. Increased 
and unnecessary hospitalization always increases the cost. 
The quality of medical service has always deteriorated. 
Free choice of doctors and hospitals is impractical and im- 
possible. Records of ailments become public property. 
Political control and graft is unavoidable. 


If, therefore, we can make a success of our Physicians’ 
Service and satisfy the clamor for social changes in the 
methods of distributing medical and hospital care, we will 
not only preserve to ourselves the essential elements of the 
private practice of medicine (for which as yet no superior 
system has been found) and perhaps escape the regimenta- 
tion and odious conditions of compulsory State Service 
practice but do a great service to the taxpaying public and 
still assure our people of the best medical care offered any- 
where in the world. 


Medical Group Building. 
Respectfully submitted, 
AxceL E. ANDERSON. 


Subject: Opinion of California Attorney-General on 
legal right of licentiate to aid an unlicensed practitioner. 


420 State Office Building, 
Sacramento, California, 
February 20, 1939. 

To the Editor:—Enclosed please find copy of Opinion 
No. NS1409, rendered by the Attorney-General on Febru- 
ary 9, 1939, which we thought might be of interest for 
publication in CALIFORNIA AND WESTERN MEDICINE. 


Very truly yours, 
C. B. Prnxuam, M.D., 


Secretary-Treasurer. 
7 7 7 


(copy) 
STATE OF CALIFORNIA 
LEGAL DEPARTMENT 


San Francisco, February 9, 1939. 
Charles B. Pinkham, M. D., 
Secretary-Treasurer, 
Board of Medical Examiners, 
420 State Office Building, 


Sacramento, California. 
Dear Sir: 


In your communication of January 3, 1939, you enclosed 
a copy of a letter written you by Special Agent W. N. 
Anderson, wherein he requests an opinion as to whether 
the conditions set forth in his letter warrant charging a 
licentiate with aiding and abetting an unlicensed prac- 
titioner or with practicing under a fictitious name. You 
request that such an opinion be forwarded to you. 

From the facts disclosed in Mr. Anderson’s communi- 
cation, two unlicensed men own a sanatorium essentially 
for the treatment of alcoholism, and employ a licensed phy- 
sician and surgeon “as a medical director.” The latter is 
paid a salary of $200 a month and as such medical director 
handles all cases coming into the sanatorium. 

In reply, please be advised that a licensed physician and 
surgeon cannot render medical services to patients of un- 
licensed persons in consideration of a salary paid to him 
for so doing. In People vs. Painless Parker, Dentist 
(Colo.) 275 Pac. 928, the defendant corporation employed 
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dentists to render professional services and the court held 
that it was too clear to require discussion that the defend- 
ant corporation was engaged in dental practice when it 
selected natural persons to extract teeth, diagnose con- 
ditions of patients, and perform dental surgery. 

In Masters vs. Board of Dental Examiners, 15 Cal. App. 
(2d) 507, the licensed person was charged with having 
aided and abetted an unlicensed person, to wit: the Western 
Health and Hospital Corporation, Ltd., a corporation, to 
practice dentistry, by knowingly accepting employment 
from such corporation to perform dental operations and 
give dental treatments for such corporation, such corpo- 
ration, to the knowledge of Doctor Masters, offering to 
perform operations upon and treat diseases of the human 
teeth, etc. The order of the Board revoking the license of 
Doctor Masters was affirmed, the latter unsuccessfully 
urging that the accusation did not state facts sufficient to 
constitute unprofessional conduct or warrant the suspension 
or revocation of his dental license. 

Again, in Granger vs. Adson, et al. (Minn.), 250 N. W. 
722, the Supreme Court of Minnesota indicated : 

“What the law intends is that the patient shall be the 
patient of the licensed physician, not of a corporation or 
layman. The obligations and duties of the physician de- 
mand no less. There is no place for a middleman.” 

It would hence appear that if the institution advertised, 
offered to treat, or treated a sick or afflicted person, alco- 
holic or otherwise, the licensed employee would be guilty 
of aiding and abetting an unlicensed person in the practice 
of medicine. 


A closer question exists as to whether a licensed person 
receiving a salary from laymen for handling patients of 
such laymen would be practicing under a fictitious firm 
name, where the institution advertised under a name such 
as “Health Sanatorium.” Provided the institution held 
itself out as rendering medical services, such fact might 
constitute, in point of law, the adoption of such name by 
the licensed person, where the latter, with such knowledge, 
continued to render medical services for the institution. 


Such was the fact in the case entitled Berry vs. Alderson, 
59 Cal. App. 729, where the licensed person adopted the 
name “K. B., Bloodless Surgeons,” a name other than his 
own, in connection with his practice. Such was likewise the 
case in Grisso vs. Board of Medical Examiners, 75 Cal. 
App. 385, where the licensed person filed a certificate indi- 
cating that he was the sole owner of “Bohannon Cancer 
Institute” and was doing business under that name. 


Mr. Anderson’s communication also asks if two laymen 
may obtain an institution license and hire a medical man 
to handle all cases therein requiring treatment of the sick 
and afflicted. 


In reply, please be advised that the licensing of private 
institutions is covered by Chapter I, of Part 2, Division 6, 
of the Welfare and Institutions Code. Section 5700 thereof 
prohibits persons who have not first obtained a license from 
the State Department of Institutions from conducting such 
institutions. The section referred to, and those following, 
are concerned with the physical aspects of the premises, 
the capacity of the buildings, the extent and location of the 
grounds appurtenant thereto, and the number of patients 
proposed to be received therein, rather than with the per- 
sonnel thereof. Consequently, the first portion of such 
question may be answered in the affirmative, there being 
nothing in said sections to prevent a layman from securing 
such a license. 


The second portion of such question must, however, be 
answered in the negative, as the unlicensed owners of such 
an institution cannot hold themselves out as rendering 
medical services and hire a licensed physician to render 
such services for them. 

The Supreme Court, in the case of Painless Parker vs. 
Board of Dental Examiners, 216 Cal. 285, indicated that 
on grounds of public policy a corporation could not manage, 
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conduct or control the licensed dentist and term it “the 
business side” of the practice of dentistry, as such pro- 
fession could not be divided into departments. 


Very truly yours, 
Eart Warren, Attorney-General. 
By Lionel Browne (Signed), Deputy. 


Subject: “May Day”—Children’s Bureau of United 
States Department of Labor. 


Unitep States DEPARTMENT OF LABOR 
CHILDREN’S BUREAU 
WASHINGTON 
February 9, 1939. 
To the Editor:—I am enclosing, for your information, 
copies of suggestions in connection with May Day—Child 
Health Day, 1939, which have been forwarded to the health 
officer and May Day chairman of each state. You will 


note that all of the material emphasizes the need for medical 
care for children. 

Whether or not the enclosed suggestions on nutrition 
are used will depend upon the decision of State May Day 
committees, since each state emphasizes in its Child Health 
Day plans the subjects that will be most helpful in round- 
ing out its own child-health program. We shall be glad to 
send additional copies of the material if desired. . . . 


Sincerely yours, 


Martua M. Et tort, M.D., 
Assistant Chief. 


7 7 7 


United States Department of Labor, Children’s Bureau, 
Washington 


May Day—CuILp HEALTH Day, 1939 
Monday, May 1 
Suggestions for Observance 


Child Health Day activities are sponsored by the Chil- 
dren’s Bureau at the request of the State and Provincial 
Health Authorities of North America in accordance with 
the Congressional Resolution of May 18, 1928, which author- 
— the President to proclaim May Day as Child Health 

ay. 

Slogan: 
nation. 


Objective: To bring to the attention of each community— 
The importance to the child’s health, development, and 
well-being throughout life, of proper food, rest, exercise, 
medical care, and protection against disease; the ways of 
informing parents and others how child health may be 
safeguarded; and the means whereby such safeguards may 
be made available for all children. 

Leadership: State May Day chairmen and representative 
State May Day committees appointed by State health offi- 
cers. State departments of education codperate in planning 
school Child Health Day programs. 

Program: The State May Day Committee decides upon 
the Child Health Day emphasis that will best contribute 
toward strengthening the year-round child health program. 
Community groups arrange for the presentation to the 
public of child health needs in the community, for planning 
by interested groups of joint efforts for advancing child 
health during the year, and for launching new child health 
projects. School children, as a climax to the year’s health 
education program, show by exhibit, demonstration, pro- 
grams, and plays what they have learned about safeguard- 
ing their own and the community’s health, and celebrate in 
festivals and games progress made during the year. 

For State programs write to May Day Chairmen, State 
Departments of Health. 


The health of the child is the power of the 


 & 


What is your community doing to promote good nutrition of 
mothers and children? An outline for a survey 
to be made in preparation for 
May Day—CHILD HEALTH Day, 1939 
(a) Health Services 
Through: Family physicians; specialists in obstetrics and 
pediatrics; public health nurses; maternal and child 
health conferences; school health supervision; food pro- 
tection; health camps; hospitals; children’s institutions. 


1. Check the above health services available in your 
county or community. Are there others? 
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2. Can all expectant and nursing mothers obtain reliable 
information on their food needs? Where? 

3. Can all mothers obtain health supervision for their 
babies and growing children? Does this health supervision 
include information on food needs of children? 

4. Do most of the mothers in the community know that 
these services are available? Do those that need these 
services most take advantage of them? 

5. Are vacation camps, nursery schools, special classes, 
or other facilities available for improving the condition of 
undernourished children? 

6. Do hospitals, maternity homes, and child-caring insti- 
tutions have consultation service (if not full-time service) 
from a trained dietitian? 

7. Are the nutritive quality and cleanliness of milk and 
other essential foods sold in the community insured through 
adequate legislation and regulation? 

8. Is the nutrition of children safeguarded by other health 
services? Specify. 

(b) Educational Programs 


Through: Health agencies; schools; adult education classes; 
home demonstration clubs, boys’ and girls’ organizations. 
1. Check above health education opportunities in your 

community. 

2. Can newly married couples and young parents obtain 
systematic instruction in the relation of everyday food 
practices to health? 

3. Can mothers, foster mothers, and individuals engaged 
in feeding children in groups obtain systematic instruction 
in food production, food purchasing, menu planning, food 
sanitation, and food preparation? Is emphasis placed on 
the relation of these activities to the health and pocketbook 
of the family? 

4. Do public and private schools offer a comprehensive 
program of health instruction that reaches all students? 

5. Do schoolboys and schoolgirls who present special nu- 
tritional problems receive attention and care according to 
their individual needs? 

6. Do the schools consider the feeding of children at 
school as part of the health education program? As such, 
is it supervised by a worker who knows the nutritional 
needs of children? 

7. Is the sale of unsuitable foods on the school premises 
forbidden as contrary to a sound program of nutritional 
education? 

8. Do boys’ and girls’ organizations stimulate interest in 
good nutrition as an end in itself as distinguished from 
interest in competitive awards for health achievement? 

9. Do health agencies and educational agencies coéperate 
in spreading sound information on nutrition? Do they help 
the public to discriminate between sound and unsound in- 
formation that is disseminated from other sources? 

10. Is the nutrition of mothers and children promoted by 
other educational programs? 


(c) Economic Assistance 


Through: Public and private relief agencies; emergency 
relief agencies—e. g., WPA, NYA, FSA; service clubs; 
churches. 

1. Do dependent families receive sufficient assistance 

(cash, grocery orders, commodities, garden seeds, etc.) to 

enable them to have an adequate diet? 


2. Do allowances to dependent families provide for the 
special needs of expectant and nursing mothers, growing 
children, and undernourished individuals of all ages? 


3. Do families and individuals who receive public assist- 
ance receive also information that will enable them to ob- 
tain an adequate diet on their food allowance? 


4. Are families helped to increase their own food supply 
through planting home or community gardens, canning and 
storing food surpluses, and taking advantage of other op- 
portunities for home food production? 


5. Do child-caring institutions in rural areas take advan- 
tage of the opportunity to improve their food supply and 
keep down the cost through producing part of their food 
supply? 

6. Where climate permits do rural schools maintain gar- 
dens to furnish vegetables for the school lunch? 


7. Are plans made so that school children who are not 
able to pay for a lunch at school are provided with lunch 
without having it known that they cannot pay? 


8. Are families and individuals helped in other ways to 
get an adequate food supply? 
SUMMARY 


1. What community activities are promoting good nutri- 
tion for mothers and children? 


2. Which of the efforts to promote good nutrition in the 
community are most effective? 


3. What are the outstanding shortcomings in the commu- 
nity activities that relate to nutrition? 
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Subject: Seal sale of the California Tuberculosis 
Association. 


San Francisco, February 1, 1939. 


To the Editor:—-The Board of Directors of the Cali- 
fornia Tuberculosis Association has asked me to extend 
to you their sincere appreciation for the article concerning 
the work of our association and the importance of the 
Christmas Seal sale carried in CALIFORNIA AND WESTERN 
MEDICINE for the month of December. 

Early returns in California indicate a banner Seal sale— 
one which will probably exceed our successful 1937 sale. 

We feel that your service has played a part in winning 
for us this whole-hearted support of the general public. 

45 Second Street. 


Sincerely yours, 
W. F. Hicsy, Executive Secretary. 


Subject: “California State Humane Pound Act”— 
Proposed 1938 Initiative Law No. 2. 


(copy) 
CALIFORNIA SOCIETY FOR THE PROMOTION OF 
MEDICAL RESEARCH 


San Francisco, February 10, 1939. 


Memorandum to: Drs. Wilbur, Lucia, Meyer, Gilman, and 
Kress. 


From: William F. Benedict. 


The archives of the campaign to defeat the State Humane 
Pound Act are in shape and installed in three transfer cases 
which will be deposited in the Archives Room at the Uni- 
versity of California by authority of the Executive Com- 
mittee as soon as material necessary to complete the final 
report has been received from the various county medical 
societies. 

The scope of the files is shown on the attached list of 
subject headings, which I felt you would like to retain for 
future reference. 


WittiaM F. BeEnepIct. 
v v 7 


Archives of California Society for the Promotion of Medical 
Research—Subject Headings in Files 

Advertising Schedules and Copy. 

American Medical Association. 

Antivivisection Organizations and Propaganda. 

By-Laws of California Society for the Promotion of 
Medical Research. 

California Medical Association. 

Committees—Northern California. 

Committees—Southern California, 

County Organization—Northern California. 

County Organization—Southern California. 

De Kruif, Paul—Reprints, et cetera. 

Dentists’ Codperation—Dental Societies. 

Diseases—Material re. 

Drug Manufacturers and Dealers. 

Endorsements and Resolutions. 

Executive Committee. 

Finance Committee, 

Finance Reports. 

Forms and Form Letters. 

Hearst Newspapers 

Hospitals—Miscellaneous. 

Individuals and Organizations. 

Insurance—Miscellaneous. 

Laboratory Rules—Vivisection Procedure. 

Legal Opinions. 

Letters of Solicitation for Finances. 

Literature—Distribution of 

Los Angeles County. 

Medical Colleges. 

Medical Societies. 

Motion Pictures. 

Newspaper Lists and Correspondence. 

Nurses’ Association. 

Out-of-State Medical Leaders, 

Pamphlets, Booklets, et cetera. 

Past Campaigns—Data re. 

Press Releases—Southern California. 

Propaganda—Pro- Medical. 
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Public Health League of California. 
Publicity Material—Original Statements, 
Radio—Miscellaneous. 

Requisitions and Orders for Materials. 
San Francisco County. 

Scientific Publications. 

Speakers’ Manual. 

Speeches, Statements and Articles. 
Stanford University Coéperation. 
Statement to the Voters. 

Stock Raisers—Interest of. 

Women’s Auxiliaries. 

Speakers’ Manual and Supplements—Extra Copies. 
Final Campaign Reports—Extra Copies. 


Subject: Correspondence from London, regarding 2 
Los Angeles chiropractor. 


(copy) 
Rosary Gardens 
South Kensington, S. W. 7 
London 
January 6, 1939 


To the Secretary of the California Medical Association, 
San Francisco, California. 


Dear Sir: 


I must apologize for troubling you—but I should be 
very grateful if you could help me. 

During last summer I came in touch with Dr. —- 
of Los Angeles when she was in London, and became very 
interested in her treatments by her radiotherapy instru- 
ment. I took my little daughter to see her, as she is a back- 
ward child and not a case for the ordinary practitioner. 

Doctor , with the aid of her instrument, diag- 
nosed the trouble as caused by a malformed pituitary gland 
and feels that regular treatment with one of her instru- 
ments would probably help the child very considerably. 

It is almost impossible over here to find out much about 
the results of her treatment, as she was only over—I believe 
for the first time—this summer, and it would take some 
time before the effects of the treatment would show them- 
selves in a case like our daughter’s. We are naturally 
anxious to help our child in any way we can, but feel that 
we should know more about this treatment before trying 
it for her. 

We should be most grateful if you could advise us and 
if you could tell us of any similar cases that have been 
helped by Doctor treatment. 

I am, dear sir, 

Yours truly, 


(Signed) : Mrs. 


°F 


San Francisco, California 
January 31, 1939 
Yours of January 6 


Re: ————,, D.C. 
Mrs. ———— 


Rosary Gardens 
South Kensington, S. W. 7 
London, England 


Dear 


Your letter of January 6, addressed to the Secretary of 
the California Medical Association, has been forwarded us 
for reply. ; 

You stated therein that you became interested in Dr. 

, when she was in London, with her radiotherapy 
instrument, following the diagnosis made by said Dr. 
and her machine of your little daughter, described 


as a backward child. You relate that “Dr. , with 
the aid of her instrument, diagnosed the trouble as caused 
by a malformed pituitary gland” and advised you that 
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“regular treatment with one of her instruments would 
probably help the child very considerably.” 

Our records show that Dr. , a graduate of the 
Los Angeles College of Chiropractice, December 21, 1926, 
is licensed by the Board of Chiropractic Examiners to 
practice “chiropractic.” So far as we know, she has no 
medical training. Our records indicate that for the past 
three or four years she has-been operating the “ 
Laboratory of Radiotherapy—Home of the Homo-Vibra 
Ray, , Los Angeles.” She is said to operate “a 
sort of laboratory and clinic,” using the “homo-vibra ray” 
(whatever that may be) and other so-called radio modali- 
ties, one of which is known as the “ Short Wave 
Outfit,” which assertedly diagnoses and treats all diseases. 

One informant reported at our Los Angeles office Sep- 
tember 30, 1938, that she consulted , “who she 
says is diagnosing and treating by radio. The patient puts 
a drop of blood on a piece of blotting paper and sends it 
to Mrs. , who makes her diagnosis from this 
specimen.” 

Our informant related that “One patient, who is in the 
East some place, sent a drop of blood and diag- 
nosed this case as broken ribs, the fourth and fifth ribs.” 

The last-mentioned report indicates the possibility that 
————— is using an electrical appliance similar to that of 
the old Abrams electronic machine (also called an oscillo- 
clast), a totally unscientific apparatus, which was the sub- 
ject of an article printed in the Journal of the American 
Medical Association, September 20, 1924, page 939; also 
in the Scientific American, October, 1923, issue. 

Very truly yours, 
C. B. PinxHuam, M.D., 
Secretary-Treasurer. 


Subject: American Physicians’ Art Association. 


San Francisco, February 10, 1939. 


To the Editor:—The American Physicians’ Art Associ- 
ation, composed of over seven hundred physicians through- 
out the country who have become proficient in all kinds 
of art work as an avocation, will conduct their second art 
exhibit at the City Art Museum of St. Louis next May 
during the convention of the American Medical Association. 

In order to bring this matter to the attention of thou- 
sands of your subscribers, we are hoping that you may 
arrange to publish the notice below in an early issue of 
your noted and valued journal. Please notice that the 
Journal of the American Medical Association has already 
published such a notice in their issue of February 4, 1939, 
Vol. 112, No. 5, page 456. 

Thanking you in advance for such a courtesy and hoping 
you may be able to send us a copy of the issue that may 
contain such a notice, I beg to remain 

521 Flood Building. 

Respectfully yours, 


Francis H. RepdEwIt, M.D., 
President. 


“The American Physicians’ Art Association, composed 
of members in the United States, Canada, and Hawaii, will 
hold its second Art Exhibit in the City Art Museum of 
St. Louis, May 14 to 20, 1939, during the annual session 
of the American Medical Association. Art pieces will be 
accepted for this art show in the following classifications: 
(1) oils, both (a) portrait and (b) landscape; (2) water 
colors; (3) sculpture; (4) photographic art; (5) etch- 
ings; (6) ceramics; (7) pastels; (8) charcoal drawings; 
(9) book-binding; (10) wood carving; (11) metal work 
(jewelry). Practically all pieces sent in will be accepted. 
There will be over sixty valuable prize awards. For details 
of membership in this Association and rules of the Exhibit, 
kindly write to Max Thorek, M. D., Secretary, 850 Irving 
Park Boulevard, Chicago, Illinois, or F. H. Redewill, M. D., 
President, 521-536 Flood Building, San Francisco.” 
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MEDICAL JURISPRUDENCE* 


By Hartey F. Peart, Esq. 
San Francisco 


OPERATIONS UPON PERSONS LEGALLY 
INCOMPETENT TO CONSENT TO SAME 


It is a general rule of law that a physician or surgeon 
cannot operate upon a person without his express or implied 
consent, or if the person to be operated upon is legally in- 
capable of consenting, then without the express or implied 
consent of one legally competent to consent for him. 

Two classes of persons who are, by law, incompetent to 
give consent are minors and mentally incompetent adults. 
Consent to operate upon such persons must be obtained 
from the person duly appointed to act as guardian, or in 
the case of minors with living parents, from the parents, 
since they are, in point of law, natural guardians of their 
children. In early days, another class was recognized, 
namely, wives. Consent of the husband was necessary then, 
due to the fact that the wife and husband were considered 
as one entity, and the husband had the sole right to con- 
tract for anything affecting that entity. Today the laws 
of this and most other states grant to a wife equal rights 
in regard to binding oneself by contract, and apparently 
to consenting to surgical operations. 

Since two elements, implied consent and emergency, are 
constantly used to create exceptions to the general rule 
requiring consent, one can only reach a conclusion as to 
what a court may do in a particular instance by reviewing 
decisions handed down in the past. 

Typical instances of the application of the general rule 
are the following: 

In Zoski vs. Gaines, 271 Mich. 1, 260 N. W. 100, de- 
fendant physician removed the tonsils of a nine-year-old 
boy without consent of his parents and at a time when no 
emergency existed. Defendant was held liable to the boy’s 
parents. 


In Moss vs. Risworth, 222 S. W. 225, a physician was 
held liable for a similar operation upon an eleven-year-old 
child although he was accompanied by an adult sister. 

And in Pratt vs. Davis, 224 Ill. 300, 79 N. E. 562, 7 
L. R. A. (N. S.) 609, it was held that consent by a man 
to an operation upon his insane wife for the removal of 
her uterus and ovaries is not shown by the fact that, after 
an operation of a minor nature to which he consented, 
which did not prove successful, he complied with a direction 
to bring his wife again to the surgeon for treatment. 

Evidencing judicial treatment of the question of implied 
consent, the following cases are enlightening : 

In Theodore vs. Ellis, 141 La. 709, 75 So. 655, the de- 
cision in favor of a patient who lost forever his manhood 
powers by reason of the unnecessary performance of an 
operation, was based largely upon the ground that he would 
not have consented if the doctor had informed him con- 
cerning, or prescribed, as he failed to do, a well-recognized 
remedy which might have afforded the desired relief. 

In Van Meter vs. Crews, 149 Ky. 335, 148 S. W. 40, it 
was held that the conclusion would have been warranted 
that there was an understanding that the surgeon might 
operate if he found it necessary to do so, the matter having 
been talked over with relatives at the hospital as well as 
with the patient herself. 

In Bakker vs. Welsh, 144 Mich. 632, 108 N. W. 94, 
7L.R. A. (N. S.) 612, it was held that a father could not 


j Editor’s Note.—This department of CALIFORNIA AND 
WESTERN MEDICINE, presenting copy submitted by Hartley 
F. Peart, Esq., will contain excerpts from and syllabi of 
recent decisions and analyses of legal points and procedures 
of interest to the profession. 
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complain because his express consent had not been procured 
for an operation on his seventeen-year-old son for a tumor, 
where the operation was not of a very dangerous character 
and there was nothing to indicate to the doctors, before 
proceeding to operate, that the father did not approve of 
his son’s going with his aunt and adult sisters to consult 
one of the doctors and following his advice. 

Thus it can be seen that, although a physician is allowed 
to proceed when the words or actions of the patient or 
guardian imply acquiescence, the physician should always 
obtain a commitment more definite than a mere retained 
for examination and treatment. 

Emergency, the other element granting to physicians a 
certain amount of freedom to act as he thinks best, is 
usually a proper defense if actually present. 

In Luka vs. Lowrie, 136 N. W. 1106, 41 L. R. A. (N. S.) 
290, a fifteen-year-old boy had his foot crushed by a train. 
Hospital physicians thought amputation necessary before 
the parents, who lived across town, could be reached. The 
court held that their consent was not necessary due to the 
existing emergency. 

In Jackovach vs. Yocum, 237 N. W. 444, plaintiff, a boy 
of eighteen years, fell off a train, suffering a severe gash 
in the head and a mangled arm. While under an anesthetic 
given to enable the gash to be sewn up, the surgeons con- 
cluded that amputation of the arm would soon be neces- 
sary and made amputation immediately to avoid a second 
shock to the boy’s system, which would necessarily occur 
if ether should be given to him again. It was held that 
the danger to the boy’s life, created by the emergency, was 
a defense. 

However, in Franklyn vs. Peabody, 249 Mich. 363, 228 
N. W. 681, it was held that the unauthorized removal of 
fascia or membranous tissue from the thigh of a patient, 
in order to afford sheathing for the tendons of his finger, 
which were found to be adhered together, could not be 
justified upon the theory of an emergency, since the primary 
operation on the patient’s stiff finger was in no sense a 
major one; and in Mohr vs. Williams, 95 Minn. 261, 104 
N. W. 12,1 L. R. A. (N. S.) 439, it was held that no 
emergency existed such as would justify operating without 
the patient’s consent, nor was implied consent shown where 
only one ear had troubled the patient and the surgeon had 
given assurance that the other was in good condition, but, 
when about to operate on the one which troubled the patient, 
the surgeon discovered that it did not require an oper- 
ation, and then immediately proceeded to operate upon the 
other, which he found to be in bad shape, no objection being 
made by the patient’s family physician, who was present. 

It should be stated that the courts have sometimes made 
a distinction where the patient is a minor and old enough 
to be capable of understanding. For instance, in Bishop vs. 
Shurly, 237 Mich. 76, 211 N. W. 75, a nineteen-year-old 
fatherless boy was taken by his mother to a physician’s 
office for examination. The physician recommending a 
tonsillectomy, the mother specified a general anesthetic. 
At the time of the operation the boy requested a local an- 
esthetic, which was given without the mother’s knowledge. 
He died on the operating table. The Court held that the 
physician was not liable and stated that a nineteen-year- 
old boy may contract for necessities without parental con- 
sent. This was a Michigan case and, although it probably 
would be followed in California, too much reliance should 
not be placed upon it. The Bakker case, referred to earlier, 
is also interesting in this regard. 

From the foregoing cases and from other decisions ex- 
amined, the following conclusions may be drawn: 

1. If no emergency exists and if the patient is a child 
under the age of sixteen (this is not an arbitrary age limit), 
it is absolutely necessary for the physician to secure con- 
sent of the child’s parent or guardian before undertaking 
a major or minor surgical procedure. Failure to obtain 
consent will render the physician liable for assault and 
battery. 
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2. If the patient is under the age of 21, but over 16 or 17, 
a minor surgical operation may be performed without the 
express consent of the patient’s parent or guardian even 
though no emergency exists. The cases supporting this 
rule are of such a nature that it is recommended that caution 
be used by all physicians. 

3. If an emergency exists and it is necessary to resort to 
emergency or minor surgery in order to save the patient's 
life, the physician may safely proceed without first obtain- 
ing the consent of the patient’s parent or guardian even 
though the patient is a child of tender years. This rule, 
however, is restricted to extreme cases. In other words 
the emergency must be a real one. 

4. The law makes no distinction between major and 
minor surgery except where minor surgery is employed 
upon a boy or girl seventeen years of age or over. 

5. In the case of insane persons, a physician should 
always procure consent from the guardian, unless there is 
an acute emergency. 
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LOS ANGELES COUNTY HOSPITAL:* 
ALAMEDA INSTITUTIONS 
COMMISSIONt 


(copy) 


Report of the Charities and Health Committee of the 1938 
Grand Jury of Los Angeles County 


To the Foreman and Members of the 1938 Grand Jury: 


The members of this committee consist of the following : 
William W. Nuzum (chairman), Harvey S. Black, Charles 
G. Van Hook, Mrs. Sarah Frank,.Mrs. Mary Ethel Robb, 
William Arthur Tucker, Mrs. Pauline Case. 

Among the various duties assigned to this committee was 
an inspection and a study of the various county departments 
commonly charged with the administration of charities and 
health functions. Pursuant to that delegation of authority, 
your committee has made a tour of inspection of the Olive 
View Sanatorium, the Los Angeles County General Hos- 
pital and the Rancho Los Amigos County Farm. Various 
items of relative importance were noted and comments made 
to the heads responsible for the respective departments, 
with a view of improving conditions where such improve- 
ment was, in the opinion of your committee, necessary or 
desirable. 


ADMITTING DEPARTMENT OF THE LOS ANGELES COUNTY 
HOSPITAL 


Particular attention was given to the conditions at the 
Los Angeles County General Hospital. It was noted, among 


* For articles and comments on the Los Angeles County 
Hospital and Institutions Commissions, see CALIFORNIA 
AND WESTERN MEDICINE in following issues: February, 
1938, page 73; February, 1938, page 97; March, 1938, page 
156; March, 1938, page 216; March, 1938, page 225; April, 
1938, page 300, and May, 1938, page 383. 


+ For references to the Alameda Plan and Institutions 
Commission, see following issues: October, 1931, page 315; 
October, 1931, page 331; November, 1932, page 324; No- 
vember, 1932, page 330; November, 1932, page 354; July, 
1933, page 1; November, 1933, page 340; and June, 1938, 
page 395. 
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other things, that the present facilities of the Admitting 
Department were inadequate to take care of patients in a 
proper and humane way. It was found by your committee 
that, on various occasions, many seriously ill patients were 
kept waiting in the admitting room hours before they were 
sent to a ward where proper and competent care could be 
given them. This matter was discussed with the hospital 
authorities, and particularly with the admitting physician in 
charge of that department. It was considered that some of 
the available space, adjoining the space occupied by the 
Admitting Department, could be utilized for the purpose of 
enlarging the facilities of that department. At the sugges- 
tion of your committee, the hospital adopted the plan of 
increasing the facilities of the Admitting Department so 
that patients, who formerly would have been required to 
spend some time in the admitting room before they could 
be transferred to a ward, are now placed in a regular hos- 
pital bed in a room immediately adjoining the Admitting 
Department. After several months’ operation of this new 
feature, your committee has been informed that patients are 
handled with greater dispatch and without any increase in 
the number of persons employed. 


EXISTING ERRORS IN ADMINISTRATION 


The audit report submitted to the Grand Jury by Eugene 
M. Berger reveals a number of situations which call for 
immediate action. Because the report is complete in all of 
the details relating thereto, no specific mention is considered 
necessary in this report of all of the items covered. Some of 
the outstanding situations to which our attention was called 
by the audit report—which, by reference, is made a part of 
your committee’s report—are as follows: 

1. Excessive charges to patients. 


2. Increase in total number of persons employed, and in- 
crease in cost per employee. 


3. Lack of discipline of the hospital personnel. 
4. Dilatory practices in admitting patients, and in trans- 
ferring them to other institutions. 


5. Piling up of an unusual amount of work in the tech- 
nical departments. 


6. Failure on the part of interns and residents to perform 
their functions properly. 

7. The unsatisfactory condition created by failure to 
exercise proper supervision over the attending staff. 

The disclosures called to our attention were carefully 
considered, as were the recommendations submitted for 


their correction, with the result that your committee now 
recommends : 


1. That the present policy of billing all patients indis- 
criminately be abolished. 

Your committee feels that whatever charges should prop- 
erly be made against the indigents for care given them at 
a hospital should be that amount which, in the judgment of 
the Social Service Department, constitutes a fair and reas- 
onable charge in keeping with the indigent’s ability to pay. 
In order to carry out this program, your committee further 
recommends : 

2. That no charges be made and no security be exacted 
from the indigent except upon the approval of the Social 
Service Department. 

At the present time, the Social Service workers attached 
to the hospital are a part of the Charities Department, and 
are not subject to any supervision by the hospital authori- 
ties. Your committee feels that those Social Service work- 
ers should be made a part of the general organization of the 
General Hospital, and be put directly under the executive 
superintendent of the hospital, and, therefore, recommends : 

3. That the Social Service Division attached to the 


Hospital be transferred from the Charities to the General 
Hospital. 
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With respect to the number of wasted patient days, it was 
found that the cause of that condition is chargeable to the 
lack of supervision over interns, residents, and members of 
the attending staff. Your committee is informed that, on 
numerous occasions, a patient’s stay is needlessly prolonged 
because of one of the following reasons: 


(a) The intern has failed to prepare the patient for ex- 
amination by the resident physician. 


(b) The resident physician has failed to prepare the 
patient for consultation or treatment by the attending man. 


(c) The attending man, because of his private practice, 
has been unable to perform a scheduled operation on time, 
or has failed to examine the patient when prepared. 


Other factors which contribute to the waste of patient days 
are enumerated in the audit report, but the above three 
items are considered of utmost importance and are, there- 
fore, specifically set forth herein. 


REMEDIES SUGGESTED 


To remedy the situation and to obviate in the future the 
waste of money caused by the loss of patient days, two plans 
have been suggested. 


1. To dispense with the attending staff and replace them 
with full-time, county-paid physicians. 
It was thought that by the expenditure of approximately 
$100,000 a year for salaries of such full-time men, approxi- 
mately 60,000 patient days could be conserved, in which 
case, either the appropriation for the hospital could be 
materially reduced or approximately 9,000 additional pa- 
tients could be cared for, for the same amount of money 
now being spent. 


PLAN FOR THE LOS ANGELES MEDICAL SCHOOLS 


Because, however, of the representations that the stand- 
ard of medical care would greatly suffer by the introduction 
of such a revolutionary change, another plan was con- 
sidered. It was thought advisable to require the two medi- 
cal schools, which are now using the facilities of the County 
Hospital for teaching purposes (University of Southern 
California Medical School, and the College of Medical 
Evangelists), to assume complete authority for the admin- 
istration of medical care, thereby bringing all of the at- 
tending men under the supervision, and within the juris- 
diction, of either of the schools now associated with the 
hospital. It is felt that this plan would place the adminis- 
tration of medical care on a much more efficient basis. 

However, in order to insure the success of such a pro- 
gram, your committee has felt that the two schools should 
furnish, at their own expense, a personnel sufficient to 
exercise control over every major department of medicine 
and surgery. This plan has been discussed formally with 
the responsible representatives of the medical schools, and 
your committee has been assured that, insofar as the schools 
are concerned, the plan is entirely acceptable to them. The 
plan was likewise submitted to the Board of Supervisors. 
At a meeting held with the Board on January 9, 1939, which 
meeting was attended by members of this committee to- 
gether with Eugene M. Berger and President Percy Magan 
of the College of Medical Evangelists, Deans McKibben 
and McPherson of the two medical schools, a member of 
the Board of Trustees of the University of Southern Cali- 
fornia, Doctor Raulston, Chief of the Medical Service of 
the County Hospital, and Col. Wayne Allen, County Man- 
ager, the Board of Supervisors, we are pleased to report, 
unanimously expressed themselves in favor of the plan as 
submitted by your committee, and have assured us that 
they will take the necessary action to bring the plan into 
operation immediately. 

In the opinion of your committee, the plan, if adopted, 
will materially improve conditions at the General Hospital ; 
it will eliminate the waste of patient days; and it will bring 
under central responsible authority all of the elements in- 
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volved in the administration of care; and your committee, 
therefore, respectfully recommends : 


2. That in consideration of allowing the local medical 
schools the continued use of the County Hospital facilities 
for teaching purposes, the medical schools be required to 
assume the responsibility for the control of the medical 
functions, and that the medical schools, in order to meet 
their responsibility, provide at their own expense a super- 
visorial staff suitable for that purpose. 


SURVEY OF THE ALAMEDA COUNTY HOSPITAL INSTITUTIONS 
COMMISSION PLAN 


In addition to the study of conditions at the General 
Hospital, which the committee has made its major assign- 
ment during the year 1938, your committee has studied the 
administration of like institutions in Alameda and San 
Francisco counties. The plan followed in Alameda County 
in administering its functions with relation to the hospital 
is one that received particular study from us. It was found 
that in Alameda County the Board of Supervisors had 
created an Institutions Commission which administers all 
of the county health institutions. To quote: 


“Briefly, the Alameda County Plan is now codrdinating 
the Alameda County’s Charity program as it relates to 
hospitalization and the care of indigent sick, and also ex- 
ercises some degree of supervision over the volunteer agen- 
cies that have become associated with the Commission for 
the purpose of forming a unified program dealing with 
medical and preventive care of all persons living in Alameda 
County. It is reported that, under the Alameda County 
Plan, indigents requiring care, whether at the home of the 
indigent, by way of out-patient relief, or in a hospital in 
the county, is supplied at the expense of the county. 


“As to that class of persons falling in the bracket of the 
so-called middle class, which are those able to pay some 
part of the expense, the organized medical profession, 
through the Alameda County Medical Association, has 
agreed to take care of such patients on a part-pay basis, 
usually less than normal fees. It is reported that this part- 
pay program has been operating for several years, and was 
organized by mutual agreement between the Alameda 
County Medical Association and the Alameda County In- 
stitutions Commission. Such so-called middle-class patients 
who are unable to pay full fees, but who are not eligible 
for county care because of failure to meet the legal require- 
ments as indigents, are referred to members of the County 
Medical Association in rotation for such care as the patients 
may require. 

“The Alameda County Institutions Commission, in the 
administration of its various functions, provides free medi- 
cal care for persons who meet the following requirements : 

“1. Legal residence of Alameda County and State of 
California. 

“2. Who require care in clinics, hospitals, sanitariums or 
preventoriums. 


“2 


3. Who are unable to pay for such care at minimum 
rates without depriving themselves or their families of the 
basic necessities of life. 

“4. Whose responsible relatives are likewise unable to 
provide such care. 
In the main, the Alameda County Institutions Commission 
renders free care only to persons who meet the statutory 
requirements as laid down by State law and county ordi- 
nance, which requirements are in all essentials similar to 
those of Los Angeles County. 


“The Institutions Commission of Alameda County func- 
tions through a medical director and administers : 

“1. The Highland Hospital for acute general patients, its 
emergency department together with its psychopathic ward. 

“2. The Fairmont Hospital for chronic patients, includ- 
ing tuberculosis patients of all types, and indigent patients. 
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“3. The Arroya Sanatorium for tuberculosis patients. 

“4. The Del Valle Preventorium. 

“5. Clinics at Berkeley, Oakland, Alameda, San Leandro, 
and Hayward. 

“The Medical Social Service, such as is administered in 
Los Angeles County by the Superintendent of Charities, 
covering both in-patients and out-patients, is administered 
in Alameda County directly under the Institutions Com- 
mission, through its medical director. Originally, there 
was a separation of functions between the medical part of 
the organization and the general executive part of the or- 
ganization in Alameda County; but now those two func- 
tions are consolidated, and both are administered by one 
man—the Medical Director—who is superintendent as well. 


PRESENT LOS ANGELES COUNTY ORGANIZATION 


“The situation in Los Angeles County is, briefly, as 
follows: 


“The General Hospital is administered by two persons: 
one a medical man responsible for the professional stand- 
ards, and the other a business man responsible for the busi- 
ness part of the institution. The Olive View Sanatorium is 
similarly administered, and the Rancho Los Amigos also 
has its own separate heads. While all of the institutions 
are nominally under one central head—the Superintendent 
of Charities—each one must of necessity steer its own 
course. It is manifestly impossible for one person acting as 
Superintendent of Charities to be in close contact with the 
intimate details of each of the institutions in Los Angeles 
County, especially when it is realized that our General 
Hospital alone is probably larger and spends more money 
than do all of the Alameda County institutions combined. 


PROPOSED CHARTER AMENDMENTS 


“The Los Angeles County Medical Association, acting 
through one of its special committees, is now proposing an 
amendment to the charter of Los Angeles County, by the 
terms of which amendment the Los Angeles County General 
Hospital, the Olive View Sanatorium, the Rancho Los 
Amigos, and the County Cemetery, would be under the 
exclusive charge of an Institutions Commission. The pro- 
posed amendment also provides that the Institutions Com- 
mission would have the power to appoint the superintend- 
ents and all other personnel, and would have complete 
charge of the institutions, subject only to the general laws 
of the State in so far as the same provide for the approval 
of the County Board of Supervisors. If such an amendment 
is adopted and incorporated in the laws of the county, the 
Board of Supervisors would appoint an Institutions Com- 
mission, who would in turn take over the complete respon- 
sibility for running the institutions above mentioned. The 
Superintendent of Charities, would, of course, continue to 
administer, as heretofore, all matters of social service and 
general charity work, except in so far as the same may 
relate to cases under the jurisdiction of the Institutions 
Commission. 


ADVANTAGES OF AN INSTITUTIONS COMMISSION 


“It is pointed out that the Institutions Commission would 
be an independent, nonpolitical organization entirely di- 
vorced from the Board of Supervisors and subject to no 
political domination. If appointments to such commission 
are made from among the citizens of this county who are 
public-spirited and qualified by experience and training to 
serve on such commission, unquestionably a great deal of 
good can be accomplished. The Institutions Commission in 
Alameda County is made up of business men, physicians, 
university professors, a dentist, and a police judge; and 
while we have had no opportunity to inquire into the de- 
tailed affairs of the Alameda County Institutions, we are 
under the impression that the Commission has functioned 
efficiently throughout the years of its existence. 
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“Whether or not a similar commission in Los Angeles 
County will meet with the same degree of success depends, 
of course, upon the caliber of persons appointed to such 
commission and the integrity of the personnel through 
whom such commission will administer its affairs.” 


* * * 


In view of the fact that the proposed charter amendment 
heretofore mentioned in this report was received by the 
Board of Supervisors at too late a date for their considera- 
tion and to be placed on the November, 1938, ballot, your 
committee suggested that an Institutions Commission be 
established by ordinance, which met the approval of the 
Board. 


Your committee feels that if, and when, an ordinance is 
adopted and the Institutions Commission comes into being, 
much can then be done to bring the various institutions 
under one central responsible authority. A central clearing 
house of information could thus be established, and the 
transfer of patients from one institution to another, wher- 
ever necessary, could be much more expeditiously accom- 
plished. ... 

Respectfully submitted, 
CHARITIES AND HEALTH COMMITTEE. 


William W. Nuzum, Chairman. 
Approved, January 11, 1939. 
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Hospital Aid Group Asks Economies 
Would Put Issue Up to Board 
“Too Complex System” Is Pointed Out 


A study of County General Hospital management today 
was advocated by the hospital advisory committee as a 
means toward proper and economical management. 


The committee includes Dr. Robert A. Millikan, Archibald 
B. Young and Albert B. Ruddock of Pasadena, and Maynord 
McFie, Mrs. John D. Fredericks, J. Walker Schneider, Mrs. 
Helen Van Dyke, John C. Macfarland and Roy E. Noftzger. 
All joined in the recommendation except Mr. Young, who 
was absent from the city and could not be reached. 


In its communication received by the Board of Super- 
visors today, the advisory committee declared that the 
effectiveness and economical operation of the hospital is 
handicapped by the complexity of relationships between 
different authorties. The committee also complains of the 
lack of clarity of its own position. 


Specific reference is made to plans of the Board of Super- 
visors to combine the hospital and charities department 
managements. Such a move should not be made until the 
study suggested has been completed. The committee recom- 
mended that either it be named to conduct this study or a 


special committee be appointed to do so.—Pasadena Star 
News, February 18. 


ANNUAL REPORT OF THE SURGEON GEN- 
ERAL, U. S. PUBLIC HEALTH SERVICE, 
FOR THE FISCAL YEAR 1938: SUMMARY 


Surgeon General Thomas Parran in his annual report 
said: “A greater advance has been made in public health 
in the United States during the past two years than ever 
before within a comparable period.” 


Doctor Parran, reviewing the work of the organization, 
at the close of the 140th year of its existence, noted develop- 
ments that have followed the assumption of new respon- 
sibilities by the Government in matters relating to public 
health, particularly with reference to activities made pos- 
sible through the enactment by Congress of the Social Se- 
curity Act, the Venereal Disease Control Act and the Na- 
tional Cancer Institute Act. 


GENERAL HEALTH CONDITIONS 


Commenting upon health conditions in the United States 
during the fiscal year ended June 30, 1938, the report states 
that the general death rate for the calendar year 1937 was 
10.9 per 1,000 population, as compared with 11.3 for the pre- 
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ceding year. This favorable condition continued in 1938, 
when preliminary figures for the first six months disclosed a 
mortality rate of 10.8 per 1,000 population as compared with 
11.8 for the corresponding period of 1937. 


There was also recorded a decrease in infant mortality 
from 57.1 per 1,000 live births for 1936 to 54.4 in 1937. 
The maternal mortality rate continued to decline; 4.6 per 
1,000 live births in 1937 against 5.3 during 1936. 


As infant, maternal and general death rates are sensitive 
indexes of prevailing health conditions, the reduced rates 
in these fields indicate a decidedly favorable trend. 


Tuberculosis mortality resumed a downward course after 
a slight increase in 1936. The improvement was apparent in 
the provisional tuberculosis deatli rate which declined from 
51.7 per 100,000 population in 1936 to 49.6 in 1937. 


During 1937 lowered death rates were reported for ty- 
phoid fever, scarlet fever, diphtheria, tuberculosis, malaria, 
pellagra, nephritis and puerperal causes. With regard to 
smallpox, Doctor Parran said: “During 1937 a total of 
11,673 cases of smallpox was.reported, as compared with 
7,834 in 1936 and 7,957 in 1935. The number of reported 
cases in 1937 was the highest since 1931. Fortunately the 
prevailing smallpox is of a mild, nonvirulent type, causing 
relatively few deaths. The eradication of this unnecessary 
disease depends upon the intelligent application of vaccina- 
tion.” 


The United States suffered minor epidemics of influenza 
and poliomyelitis in 1937. The number of cases of poliomy- 
elitis, 9,511, has been exceeded only in four previous years 
for which records are available, 1916, 1927, 1931 and 1935. 


The leading causes of death in 1937 were diseases of the 
heart, cancer and other malignant tumors, pneumonia, cer- 
ebral hemorrhage and softening, nephritis, accidents (ex- 
cept automobile) and tuberculosis. 


QUARANTINE AND IMMIGRATION 


The magnitude of federal quarantine and immigration 
activities is indicated by the Public Health Service inspec- 
tion of ports at entry of 1,784 airplanes carrying 23,172 
passengers and inspection of 15,873 vessels carrying 789,591 
passengers and 1,196,688 seamen. Fumigation of 1,004 ves- 
sels was performed and 5,399 rats were examined for evi- 
dence of plague infection. Medical officers at various United 
States ports of entry inspected 2,447,339 alien passengers 
and 805,306 alien seamen. Of these, 20,372 passengers and 
1,438 seamen were reported as having some certifiable dis- 
ease or defect. In foreign countries 65,261 applications for 
immigration visas were examined by Public Health Service 
officers. 


The continued success of so-called radio pratique at New 
York and Boston made practicable the extension of this 
time-saving measure to certain vessels entering the ports 
of San Francisco and Los Angeles. 


VENEREAL DISEASE CONTROL 


The most important event in the campaign against the 
venereal diseases during the fiscal year was the enactment 
by the Congress of the Venereal Disease Control Act, 
whereby facilities for the more effective control of syphilis 
and gonorrhea were placed upon a permanent national basis. 


During the year the Congress appropriated $3,000,000 
for the purpose of assisting States and their political sub- 
divisions in establishing and maintaining adequate measures 
for the prevention, control and treatment of venereal dis- 
eases. There were also included provisions for training of 
personnel and for making studies, investigations and con- 
ducting demonstrations designed to develop more effective 
control measures. 


The use of Social Security funds for the training of 
physicians in the clinical management and public health 
control of the venereal diseases was continued in several 
universities and clinics. A number of State health officers 
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availed themselves of this opportunity to recruit qualified 
personnel. ... 


The experimental control of syphilis among indigent 
people of rural areas was demonstrated by the use of a 
trailer clinic in Georgia. ... 


MENTAL HYGIENE 


With the completion of the Public Health Service hos- 
pital at Fort Worth, Texas, for the care and treatment of 
drug addicts the facilities for this specialized work have 
been materially increased. The hospital at Lexington, Ken- 
tucky, engaged in treating drug addicts and making scien- 
tific investigations, operated to full capacity with an average 
daily census of 949 patients. 


The Public Health Service continued to supervise and 
furnish medical, psychiatric, technical and other scientific 
services to federal and penal institutions. Special studies 
were conducted in codperation with the Mental Hygiene 
Survey Committee to stimulate interest in the adequate care 
of the mentally ill, to bring about greater equality and 
wider distribution of facilities, promote uniform policies and 
improve the facilities for psychiatric instruction. 


A feature of the work of this division was the field studies 
in mental hygiene for determining the basic nature and 
factors involved in the production of mental disorders en- 
countered in a typical American community. 


MARINE HOSPITALS AND RELIEF STATIONS 


The twenty-seven hospitals of the Public Health Service, 
engaged in the care and treatment of legally designated 
beneficiaries, and also in scientific clinical research, fur- 
nished hospital and outpatient relief at 154 ports, where 
566,931 accredited persons applied for treatment. This 
represents an increase of 211,121 patients over the preceding 
year. Merchant seamen continued to constitute the largest 
class of beneficiaries. 


Research was continued in pyretotherapy, focal infec- 
tions, arthritis and psoriasis. Vitamin D was shown to be 
valuable in the treatment of psoriasis. 


NATIONAL INSTITUTE OF HEALTH 


The erection of a group of specially designed structures 
for the National Institute of Health on a site near Bethesda, 
Maryland, makes available increased facilities for scientific 
research into the causes and prevention of disease. The 
investigative work of the Institute covers an increasingly 
broad field. Continued attention was directed to the control 
of biologic products, particularly antipneumonococcic rabbit 
serum, antimeningococcic serum, and close supervision over 
the stability of arsphenamine. 

In the field of industrial hygiene investigations were di- 
rected to the development of means for the protection and 
the improvement of the health of workers in various fields 
of industry among which the pottery, granite, lead storage 
batteries, fur and manganese industries may be mentioned. 

“The activities of the National Institute of Health,” com- 
ments the Surgeon General, “are becoming increasingly 
varied and numerous. Thus, one group of workers is en- 
gaged in chemical and chemotherapy research while another 
is directing its attention to studies of such infectious diseases 
as Rocky Mountain spotted fever, typhus fever, scarlet 
fever, Weil’s disease, leprosy and poliomyelitis. A special 
series of investigations have shed considerable light upon 
the various phases of trichinosis infection and the means 
of its prevention. Clinical, epidemiological and laboratory 
studies of heart disease, especially the rheumatic type, have 
produced valuable information.” 


The interesting discovery was made that flourides, which 
cause mottled enamel that disfiguring discoloration of the 
teeth, may be removed from drinking water by treatment 
with manganese dioxide, a method which gives promise of 
economical development. 
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A firm basis for future cancer studies is being laid 
through grants-in-aid to selected institutions and the train- 
ing of research specialists. Already a broad field of investi- 
gation is receiving attention. 


COOPERATIVE ACTIVITIES 


Every state and many cities, as well as every department 
and independent agency of the Federal Government has 
received some degree of assistance from the Public Health 
Service in solving special health problems arising in the 
course of routine operations. This codperative work, car- 
ried on principally by the Division of States Relations, is 
one of the most important functions of the Service. 

The availability of funds under the provisions of the 
Social Security Act has made it possible to assist in im- 
proving state and local health administration. It is espe- 
cially noteworthy that whole-time health services in rural 
areas have been greatly augmented. From January 1, 1935, 
to December, 1937, there was an increase in full-time health 
units of 96 per cent. Facilities for the promotion and super- 
vision of such full-time facilities have been developed in 
nineteen states. 

Stimulated by federal grants-in-aid the state and local 
appropriations for public health purposes have increased 
$8,000,000 annually. 

Cooperation was continued with the states and the Works 
Progress Administration by providing technical supervision 
of work relief labor projects for the construction of sanitary 
toilets, malaria control drainage in the South and sealing 
of abandoned coal mines. Certification of water supplies 
used by interstate carriers, a valuable measure in preventing 
water-borne illness, continued without interruption. 


NATIONAL HEALTH PROGRAM 


“It is a matter of grave concern,” comments Doctor Par- 
ran, “that approximately 40,000,000 people in the United 
States—the lower economic third of our population—are 
unable to provide themselves with medical care during 
serious illness. In the country as a whole there is a de- 
ficiency of 360,000 hospital beds, including facilities for the 
care of mental and tuberculous patients.” 

Fortunately, the National Health Survey, conducted sev- 
eral years ago by the Public Health Service with work 
relief personnel, has furnished a great deal of reliable, even 
though astounding, information concerning the kinds of 
illness prevailing in this “third of the population,” the ages 
of the victims, their approximate economic status, their 
employability and other facts closely related to their ability 
to secure adequate medical treatment. 

When these data had been studied and tentative con- 
clusions formulated by the President’s Interdepartmental 
Committee on Codrdination of Health and Welfare Activi- 
ties, it was obvious that the Federal Government had a 
definite responsibility in seeking a remedy for this unde- 
sirable state of affairs. It was shown, for instance, that 
despite the improvement of state and local health services 
resulting from the application of grant-in-aid provisions 
under Titles V and VI of the Social Security Act there are 
large rural areas and many cities in which adequate health 
service is not yet available. Only a few states have even 
fairly satisfactory programs for the prevention of mortality 
from pneumonia and cancer and there still are serious de- 
ficiencies in the control of tuberculosis and malaria. Very 
little is being done by most of the states in the field of menta! 
hygiene, and there is need for a much greater expansion of 
industrial hygiene activities. 

In closing his report Surgeon General Parran recom- 
mended among other essentials, the establishment in the 
National Institute of Health of a unit for wider chemo- 
therapy investigations, additional funds under the Venereal 
Disease Control Act on an increasing scale until an annua 
appropriation of $25,000,000 is reached, and the establish 
ment of a neurological institute for laboratory and clinica! 
investigations of mental and nervous diseases. 
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STATE MEDICAL LEGISLATION 


Under the above caption, the Journal of the American 
Medical Association is printing in each number summaries 
of medical legislation proposed in various states. In the 
issue of February 25, 1938, the comments given below 
appeared concerning bills introduced in the California 
Legislature, now in session. Supplementary to other items 
in this issue of CALIFORNIA AND WESTERN MEDICINE,* the 
following informative data may be of interest to members 
of the California Medical Association. Excerpt follows: 


CALIFORNIA 


Bills Introduced.—S. 548 proposes so to amend the In- 
surance Code as to permit the organization of corporations 
to operate so-called nonprofit health and hospital service 
plans whereby there may be furnished by those corpora- 
tions to their subscribers (1) medical care through licensed 
physicians employed by the corporation, (2) hospitaliza- 
tion, (3) nursing care, (4) dental care, and (5) drugs and 
medicines. 


S. 696 proposes to authorize county boards of education 
to require school teachers to present certificates from phy- 
sicians that they have submitted to physical examinations 
within three years last past and have been found free from 
tuberculosis. 

A. 1018, to amend the State Food and Drug Act, proposes, 
among other things (1) to re-define the term ‘‘drug”’ so as 
to include specifically ‘‘all chemicals or substances of what- 
soever nature in the treatment of obesity due to whatever 
cause,”’ and (2) to provide that the standard of purity of 
drugs shall be that of the United State Pharmacopeia and 
National Formulary and such further standards of strength, 
quality or purity as the state board of health may make 
relating to drugs not in the United States Pharmacopeia 
or in the National Formulary, and the regulations and defi- 
nitions adopted for the enforcement of the Federal Food 
and Drugs Act of 1906. 

A. 1019 proposes to make the sale, dispensing, adminis- 
tering or prescribing of diphenylamin for any purpose a 
felony. 

A. 1131, A. 1147, and A. 1177 propose to enact a new law 
to regulate the sale and distribution of drugs, cosmetics, 
and therapeutic devices. 

A. 1147 and A. 1177 propose to regulate also the sale and 
distribution of food. 

A. 1515, to amend the Workmen’s Compensation Act, pro- 
poses (1) to give an injured employee the right to select a 
consulting physician, at the expense of the employer, if 
the employee is dissatisfied with the medical treatment 
being received from the physicians retained by the em- 
ployer or insurance carrier; and (2) to provide that no in- 
jured workman, shall be required to submit to an exami- 
nation by an independent expert medical examiner selected 
by the industrial commission. 

S. 517, S. 1208, and S. 1215 propose to enact a so-called 
“Consumers’ Protection Act’’ to regulate the sale, distri- 
bution and advertising of foods, drugs, cosmetics, and 
health devices. 

S. 524 proposes to authorize the Director of Institutions, 
with the approval of the State Board of Control, to provide 
an institutional unit or units for the custodial care and 
treatment of defective or psychopathic delinquents of both 
sexes, 

S. 551 proposes to enact a compulsory health insurance 
act whose so-called benefits are to be available to all em- 
ployees in the state and to such other persons as volun- 
tarily elect to come under the act. The benefits are to con- 
sist of all forms of medical, dental, hospital and nursing 
services, cash payments in the event of disability, and cer- 
tain cash maternity benefits. These benefits are to be paid 
for from a payroll tax amounting to 6 per cent of wages 
paid. 

S. 1128 and A. 2172 propose to establish a system of com- 
pulsory health insurance applicable to all persons now sub- 
ject to unemployment insurance. The bill proposes to make 
available to such individual all forms of medical, dental and 
hospital services which will be paid for by means of an 
additional payroll tax. The bill also proposes to permit any 
other person to elect to come under the act if his annual 
income is not more than $3,000. 

A. 1203 proposes to enact an independent naturopathic 
practice act and to create a so-called ‘‘self-sustaining board 
of naturopathic examiners” to examine and license persons 
desiring to practice naturopathy. 

A. 1505, to amend the Business and Professions Code, 
proposes that ‘‘All advertising of medical business or the 
actual practicing of any system or mode of treating the 


(Continued on Advertising Page 54) 





bili.” page 172 (editorial comment) and page 213 (list of 
ills). 
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CALIFORNIA PHYSICIANS’ SERVICE* 


Questions and Answers Concerning the 
Medical Service Plan 


The following questions and answers have been edited by 
the Board of Trustees of the California Physicians’ Serv- 
ice; the answers, therefore, constitute the official state- 
ments of the California Physicians’ Service: 

(Note: All of the chapter and section numbers refer to 


chapter and section of the by-laws which furnish authority 
for the answer given.) 

(Q.) What is California Physicians’ Service ? 

(A.) It is a California non-profit corporation formed 
for the purpose of enabling its beneficiary members to pay 
their physicians and hospitals for medical and hospital care 
by means of pooling periodic payments. (Chap. 1, Sec. 1.) 

(Q.) Will anybody make a profit? 

(A.) No one. (Chap. 1, Sec. 1.) 

(Q.) What will the corporation do with the money it 
receives? 

(A.) A minimum amount of it will be used for admin- 
istrative costs, hospitalization and the establishment of a 
reserve against the possible unforeseen risks such as epi- 
demics. The rest of the money will be distributed to the 
doctors who give the service. (Chap. 1, Sec. 2.) 

(Q.) On what basis will be the doctors be paid? 

(A.) On the unit system. (Chap. 19, Sec. 2.) 

(Q.) What is meant by the unit system? 

(A.) A method of computing the compensation due to 
the physician who has rendered medical or surgical service 
whereby a proportional valuation is set upon each kind of 
service by counting each such service as a determined 
number of units. (Chap. 19, Sec. 1.) 

(Q.) How will the value of a unit be determined? 

(A.) First, a fee schedule in units will be adopted; each 
second month the total number of units of medical service 
furnished by the professional members that month and 
billed for will be added together ; third, the total amount of 
money received will be computed; fourth, a proportion of 
this money will be set aside for cost of hospitalization, 
administration and reserve; fifth, the total amount of money 
remaining will be divided by the total amount of units and 
the result will be the monetary value of one unit for that 
month. (Chap. 19, Sec. 1.) 

(Q.) What would happen if there were not enough 
money in the fund to pay the unit value? 

(A.) This can’t happen because the amount of money 
on hand, no matter how small, can always be divided by the 
number of units. This is the reason for the unit system 
rather than cash indemnity. 

(Q.) What would happen if there were more money 
than was needed to pay the full schedule established by the 
Board of Trustees? 

(A.) Such surplus will be handled as a reserve fund by 
the trustees and when they deem it possible they will dis- 
tribute it on the unit system to those doctors who have pre- 
viously received for their services less than the schedule 
provided as a maximum for the services so rendered. Any 
surplus beyond that will be used either to reduce rates to 
the beneficiaries or to extend the services offered them. 
(Chap. 19, Sec. 4.) 

(Q.) Are there different kinds of members? 

(A.) Yes. There are administrative members, profes- 
sional members and beneficiary members. (Chap. 2, Sec. 1.) 

(Q.) May a person belong to more than one class of 
members? 

(A.) If he is otherwise eligible he may belong to all 
classes of members. (Chap. 2, Sec. 1.) 

(Continued on Advertising Page 38) 


* These questions and answers will be printed in a sepa- 
rate brochure, with copy of the by-laws, physician's regis- 
tration blank, etc. A copy of the pamphlet will be sent to 
every doctor of medicine licensed in California. The address 
of the medical service corporation is California Physicians’ 
Service, Mills Building, 220 Montgomery Street, San Fran- 
cisco. Mr. Allen Widenham, manager. See also, in this 
issue, on page 210. 
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TWENTY-FIVE YEARS AGOt 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. XII, No. 3, March, 1914 


From Some Editorial Notes: 

What Is the Value of Anything?—A very great ob- 
jection to the schedule of fees offered by the associated 
insurance companies for the services of physicians under 
the new insurance and compensation act, is the fixing of 
a flat fee. Fees for professional work cannot be absolutely 
fixed; as a matter of fact, the value of everything is rela- 
tive, and the old saying of “charging what the traffic will 
bear” is fundamentally true and right. The freight rate 
on silk is more per ton than that on pig iron; a lawyer gets 
a bigger fee for incorporating a fifty-million-dollar con- 
cern than a thousand-dollar company ; a surgeon is entitled 
to a larger fee for removing the appendix of a millionaire 
than for taking out that of a car conductor. Some of our 
best surgeons have a system of charging that is based upon 
the income of the individual and represents one or more 
month’s income for the work to be done, and this seems 
to be a reasonable and equitable way of fixing the fee. It 
is foolish for anyone to say that it is as much work and 
strain and responsibility in the case of the poor man as in 
that of the rich man. Just as much coal is burned in haul- 
ing a ton of silk as in pulling a ton of pig iron over a 
certain distance. Therefore, the contracting to do certain 
professional work for certain fixed fees, irrespective of the 
income of the patient, is fundamentally wrong and vicious. 


Y Y t 


Squeezing the Companies—Doctor French read a paper 
on the subject of industrial compensation insurance, etc., 
before the Los Angeles County Medical Association and, 
in the main, took the attitude voiced in your journal in 
connection therewith. One point he brought up, however, 
is new in so far as it has not been mentioned in these 
pages; that is, the fact that some physicians will try to 
make the bill unduly large if they know that an insurance 
company of large capital is going to pay out the money. 
Probably that is, in a few cases, true. Physicians are 
average men and probably have but a little more than the 
average rate of honesty; in every walk of life and in every 
calling we shall find rascals and dishonest men; occasion- 
ally one reads of some clergyman who has been detected 
leading an immoral or a dissolute life, but because of that 
we do not condemn all clergy nor do we think of them as 
all being dissolute. Every practicing physician does a 
great deal of work for nothing, and the very nature of his 
calling leads him to try to think more honestly than does 
the daily occupation of the average man in any other call- 
ing; therefore, we truly believe that physicians are to some 
extent more honest in the average than those in other walks 
of life. But even at that there will be some cases of at- 
tempted grafting, no matter what is done. The plan pre- 
sented in this issue and strongly recommended to county 
medical societies for their consideration, will, we think, do 
away with the charge of possible graft. Still, it seems to 
be a peculiar phase of human nature that everyone must 
try to get “something for nothing,” particularly when it is 
a corporation that is to be depleted. People who would 
never put a hand in an individual pocket will avoid paying 
car fare if they can, and we all know the predatory instinct 
that removes things from hotels! Doubtless many phy- 
sicians who would be perfectly honest with an individual 
patient would not think it wrong to try to “stick” a corpo- 
ration. It is a queer people! 
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Important Business.—Not in the past twenty years have 
so many questions of vital importance to the medical pro- 
fession and to the members of our society presented them- 
selves as at the present time. They will come up for dis- 
cussion and for action at the annual meeting next month, 

(Continued in Front Advertising Section, Page 20) 


+ This column strives to mirror the work and aims of 
colleagues who bore the brunt of Association activities 
some twenty-five years ago. It is hoped that such presen- 
tation will be of interest to both old and new members. 


CALIFORNIA AND WESTERN MEDICINE 


BOARD OF MEDICAL EXAMINERS 
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By Cuartes B. Pinxkuam, M.D. 
Secretary-Treasurer 


Board Proceedings 


At a regular meeting of the Board of Medical Examiners 
held February 6 to 9, 1939, in Independent Foresters’ Hall, 
1329 South Hope Street, Los Angeles, the following 
changes were made in the status of various licentiates : 


LICENSES RESTORED 


Mahlon C. Cooley, M.D., license revoked on June 30, 
1938, following his conviction of asserted ambulance chas- 
ing and insurance frauds; restored on February 9, 1939, and 
placed on probation for a period of five years on condition 
that he obey all laws and report at the Los Angeles meeting 
each year. 

Anton Lopez del Castillio, M.D., license revoked on 
March 1, 1934, for alleged abortion; restored on Febru- 
ary 6, 1939, and placed on probation for five years; to 
report at each Los Angeles meeting. 

Paul F. Eid, M.D., license revoked on March 10, 1938, 
on record of conviction which was set aside by San Mateo 
Superior Judge Cotton; restored on February 6, 1939, 
because of setting aside of record of conviction. 

W. Burlin Humphrey, M.D., license revoked on June 30, 
1938, on record of conviction of so-called ambulance chas- 
ing and insurance fraud; restored on February 9, 1939, and 
placed on probation for five years; to report at each Los 
Angeles meeting. 

Louis Kameny, M.D., license revoked on June 30, 1938, 
on record of conviction of so-called insurance fraud; re- 
stored on February 7, 1939, and placed on probation for 
five years; to report at each San Francisco meeting. 

Samuel Calvin Long, M.D., license revoked on July 1, 
1937, for alleged abortion; restored on February 6, 1939, 
and placed on probation for five years; to report at each 
Los Angeles meeting. 

William Raymond McDannell, M.D., license revoked on 
October 27, 1938, for failure to comply with terms of stipu- 
lation. Reopened on February 6, 1939. To be restored on 
filing, within seven days, a stipulation limiting the charac- 
ter of his advertising. Stipulation filed February 8, 1938. 

Guy O. McKeehan, M.D., license revoked on June 30, 
1938, based on record of conviction of so-called ambulance 
chasing and insurance fraud; restored on February 9, 1939; 
placed on probation for five years; to report at each Los 
Angeles meeting. 

William F. Meyer, M.D., license revoked on October 19, 
1937, based upon adjudication of insanity; restored on 
February 6, 1939, based on certification of restoration to 
competency. 

Alfred H. Valentine St. John M.D., license revoked on 
February 10, 1937, on record of conviction in connection 
with so-called Pacific Coast Abortion Ring; restored on 
February 6, 1939, based upon the setting aside of record of 
conviction and granting of new trial. 

Arthur M. Tweedie, M.D., license revoked on June 30, 
1937, for violation of probation; restored on February 6, 
1939, and placed on probation for five years without nar- 
cotic privileges ; to report at each Los Angeles meeting. 


PENALTIES IMPOSED FOLLOWING HEARINGS 

Boyajian B. Armen, M.D., license revoked on Febru- 
ary 8, 1939, based on narcotic conviction. 

Winfield L. Bartow, M. D., was on February 8, 1939, 
found guilty of use of fictitious name. Placed on probation 
for five years. 

Arthur Bowen, M.D., was on February 8, 1939 found 
guilty of prescribing for a known addict. Placed on pro- 
bation for three years without narcotic privileges or pos- 
session. To report at each Los Angeles meeting. 

Harry W. Boyd, M.D., charged with (1) aiding and 
abetting, (2) use of fictitious name, both in connection 
with the so-called Samaritan Treatment for Alcoholism, 
Los Angeles Branch. Found guilty on February 8, 1939, 

(Continued in Front Advertising Section, Page 28) 
+ The office addresses of the California State Board of 


a Examiners are printed in the roster on advertising 
page 6. 





